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Allaying Restlessness and Producing Refreshing Sleep. 


Especially indicated in insomnia from mental 
strain, neurasthenia and other neuroses; 
also an excellent sedative in sea-sickness. 
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PYELITIS 











BECAUSE: 
It sterilizes the Urine 


Reduces Congestion 
Arrests Discharge Allays Pain 


DOSE: One to two teaspoonfuls three times daily. 
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ORIGINAL COMMUNICATIONS. 


THE SURGICAL TREATMENT OF BURNS. 


BY WALTER ESTELL LEE, M.D., 


Surgeon to the Germantown and Children’s Hospital; Assistant Surgeon to Pennsylvania and Bryn Mawr 
Hospitals, Philadelphia. 


The interest of surgeons in the treatment Stewart (Manual of Surgery) has given 
of burns has been renewed by the methods an excellent outline of an ideal dressing for 
developed during the recent war. The severe burns. It should be (1) aseptic or 
former methods were so unsatisfactory, to (2) mildly antiseptic; (3) it should provide 
both patient and surgeon, that there was free drainage, (4) and should not macerate 
ample excuse for the enthusiastic reports the tissues nor (5) stick to them; and (6) 
which have appeared in literature during it must not necessitate frequent changing. 
the last two years. The paraffin wax film Still another essential might be added, 
has attracted the most attention, and though namely, (7) that it should minimize the 
the reports are generally favorable to this abnormal radiation of body heat from sur- 
closed method of treatment, they are far faces denuded of the protection of the skin 
from uniform, and there seems to be a_ and subcutaneous tissues. 
growing feeling that there are definite lim- We do not have at the present time any 
itations to its use and some dangers. one Method for the treatment of burns 

Rothchild writes that the ambrine, or the which fulfils each and all of these require- 
wax, treatment “represents an effort to ments. Wet dressings macerate and dry 
transport the treatment of burns from dressings stick to the wounded surfaces; 
empiricism to the field of exact science, ointments are not aseptic and cannot be 
and deems it comparable to the change used when they contain chemicals of suf- 
from the prewar uncertain therapeutics of ficient concentration to be antiseptic, and 
surgical infection to the accurate methods in addition to infecting the wound they 
of Wright and Carrel, and that any criti- form an impervious covering over their 
cism of it should be constructive and not surfaces and prevent drainage of the secre- 
alone destructive.” tions. This is notably the case with carron 

Credit for an earlier advocacy of an_ oil and all the vegetable oils, and a receut 
antiseptic and occlusive dressing of burns personal experience with burns has demon- 
should be given to MM. Nageotte-Wil- strated that sterile mineral oil also prevents 
bouchewitch, who, in their report of cases the necessary drainage from some burned 
in Paris, in 1893 (Thése de doct. Paris, g. surfaces. Ambrine, and the other forms of 
Steinheil, 1893), outlined a treatment con- paraffin films which are now being used, do 
sisting of a rigorous mechanical cleansing meet some of these necessary requirements ; 
of the wound under general anesthesia and for instance: They should provide an 
then the application of a covering of ad- aseptic dressing. Rothchild (Traitement 
herent varnish. des Brulures Par le Methode Cirique, 
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Pansement a l’Ambrine, Octave Doin et 
Fils, Paris, 1918) emphasizes the necessity 
for the use of sterilized wax and cotton, of 
strict surgical asepsis in the cleansing of 
the wound and in the application of the 
dressing, and illustrates the striking differ- 
ence in the appearance and course of the 
wounds when these surgical precautions are 
not taken. In almost all of the descriptions 
of this treatment in current literature there 
is a failure to mention these essential prin- 
ciples, and this may be one of the reasons 
for the unsatisfactory results that some of 
the reports detail. Rothchild’s careful 
description of the sterilization of all ma- 
terials and utensils used in the application 
of the shell is a marked contrast to the aver- 
age care one sees expended upon the paraffin 
and the atomizer in the hospitals in this 
country, where it is often treated with the 
same care as a cabinetmaker devotes to his 
glue pot. The ambrine and paraffin films, 
however, are in no_ sense antiseptic 
“The wax does not contain any 
specific curative chemical ingredient, but 
acts entirely mechanically.” 


dressings. 


Sanford and 
Rothchild both discourage the covering of 
any antiseptic with the paraffin shell, and 
our experience fully corroborates their 
warning that wound irritation follows the 
use of all chemical agents beneath these 
shell dressings. Though at times painful 
on application, the dressings can usually 
be painlessly and easily removed, and they 
do not require frequent changing. The 
dressings do to a certain extent act as an 
insulated covering and decrease the radi- 
ation of the body heat from the wounded 
surface; but they are impervious dress- 
ings and deliberately designed to 
vent drainage. 


pre- 
Their object is to provide 
a complete retention of the wound dis- 
charges from one dressing to another, and, 
to again quote Rothchild, loc. cit., “the 
dressing serves as a poultice, the retained 
body heat under the insulating wax shell 
produces a hyperemia with a resulting in- 
crease of lymph, and it was Sanford’s 
original theory that the antitoxic, autolytic 
and bactericidal properties in the exudate 
were to be depended upon to remove all 
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dead tissues and to destroy and counteract 
bacterial growth.” As a result macer- 
ation occurs on the surfaces of the wound. 

The attitude of a few surgeons that “all 
burns, regardless of character, should be 
treated with an air-tight coating of paraffin 
wax applied to and slightly overlapping the 
burned area” would seem, in view of our 
experience with war wounds, to be so gen- 
eral and all-inclusive as to be dangerous. 
With our present knowledge no surgeon 
would deliberately close any other type of 
traumatic wound containing infection or 
dead tissues. Fauntleroy and Hoagland 
(Annals of Surgery, June, 1919, Ixix) state 
that they are convinced that as burns differ 
widely in degree, character of tissue de- 
struction, bacterial content, and progress 
of healing, “no one procedure as a local 
measure — wet or dry dressing, wax or 
ointment, or no one solution—will prove 
equally valuable for all cases and all 
stages.” 

In our experience the same indications 
govern the treatment of burns as have been 
found to be of such practical value in 
directing the treatment of traumatic wounds 
in general—the degree and character of the 
infection and the presence of dead and 
devitalized tissues; and our treatment of 
burns has therefore closely followed that 
employed in the treatment of traumatic 
wounds. For the standardization of treat- 
ment we have classified burns as: (1) non- 
infected; (2) contaminated; (3) infected. 

1. The non-infected group includes burns 
of the first degree and those of the second 
degree in which the blisters are unbroken. 
In this type of burn primary closure and 
the prevention of secondary infection is 
clearly indicated. The air-tight occlusive 
dressing provided by the paraffin film may 
be regarded as a primary closure of the 
wound. Both Sanford and Rothchild, in 
reporting their results, have used Dupuy- 
tren’s classification, in which the second- 
and third-degree burns are comparable to 
the first and second degrees of the classi- 
fication 


used in America; this, at first 


glance, makes their results appear unusual. 


Many of their cases belong to this non- 
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Fic. 1.—Burn of six weeks’ duration before treatment with Dichloramine-T. 














Fig. 2.- Paraffined netting applied over the burn. 














Fic. 3.—After 4 weeks’ treatment with Dichloramine-T. 
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| I 
Fig. 4.—2d and 3d degree burn on a child’s back, 
chest, abdomen, forearms, hands and face. 14th day 
after admission to hospital. 


Fic. 11.—End result after one year. Compare with 
Figs 4, 5, 6, 7, 8, 9, 10. 














Fic. 5.—45th day—Same patient. Surface of wound was sprayed with Dichloramine-T 
in Chlorcosane through the meshes of the gauze. No other dressing. Patient kept under 
a tent and temperature maintained with several large electric light bulbs. 











Fic. 6.—45th day. The same patient. 
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infected group and to the contaminated 
group. 

2. Burns which can be treated within the 
first three hours after injury and in which 
it is possible to entirely remove the dead 
or devitalized tissues by mechanical means 
are classified as contaminated. The broken 
blisters and possibly small areas of super- 
ficial localized necrosis is the limit of dead 
tissue which can be removed by mechanical 
measures. We feel it is justifiable to at- 
tempt the primary closure of this class of 
burns with the paraffin film, provided the 
microscopical examination of exudate does 
not show the presence of streptococci, but 
with the first sign of infection, general or 
local, the occlusive dressing should be re- 
moved and the burn treated as an infected 
wound. 








3. Burns of the third and fourth degrees 








Fic. 7 (above).—End re- 
sult after one year. Com- 
pare with Fig. 4. 


Fic. 8.—14th day. “Cui- 
rass”’ of charred tissues not 
entirely removed. Compare 
Figs. 5, 9, 10, 11. 

















Fic. 9.—18th day. “* Cui- 
rass” of charred tissues re- 
moved. Compare with Figs. 
5, 8, 10, 11. 
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are classified as infected, and no occlusive 
dressings are ever applied until all the de- 
vitalized tissues are removed and surgical 
sterility of the wound surface has been 
obtained. 

The problem presented in the surgical 
sterilization of infected burns is not, how- 
ever, quite the same as in other infected 
traumatic wounds. The total excision of 
the involved tissues and immediate suture, 
though ideal, are mechanically impossible 
except when very small areas are involved. 





The chemical debridement of the wound 
with Dakin’s solution, which has been so 
satisfactory with other types of traumatic 
wounds, has not been possible in the ma- 
jority of our cases because of the resulting 
pain. No other agent has been suggested 
up to the present time which has this de- 








sirable proteolytic property, and in the large 
proportion in which it has not been possible 
Fic. 10,— End result after one year. Compare with Figs.5, to use Dakin’s solution we have had to 


8, 9,11. Note unusual mobility of scar tissue following this F 
creamy eater Song . depend upon natural autolysis supple- 




















Fig. 114.—Blanket tent to maintain the air at body temperature. 
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mented by mechani- 
cal cleansing. A 
daily immersion for 
a period of about 
one hour ina normal 
salt solution or a 
one-per-cent solu- 
tion of sodium bi- 
carbonate, at body 
temperature, and 
then exposure of the 
burned area to the 
air forthe rest of the 
time, has in our ex- 
perience been the 
most satisfactory lo- 











; Fic. 12.—Burns of third degree. Use of paraffin net dressing and exposure of wound to 
cal treatment in the air in ambulatory patients. 


early stages of severe 
burns. When the 
trunk is involved, or 





large areas of the 
extremities are de- 
nuded of skin, undue 
radiation of body 
heat is guarded 
against by covering 
the patient with a 
blanket tent, under 
which a constant 
temperature of 92° 
to95° F. is maintain- 
ed by means of elec- 
tric lights( Figs. 114, 
17) - The applica- Fig. 13.—Saime as Fig. 12. 
tion of a single layer 











of paraffined wide- 





mesh gauze (Lee and 
Furness, THERAPEU- 
TIC GAZETTE, May 
13; 1918) to the 
burned surface will 
permit of adequate 
drainage from the 
wound, and this 
dressing will pain- 
lessly float from the 
burned area at the 
time of its immer- 
sion, and with it 
will come the in- 
spissated exudate 














which has collected Fic. 14.—Same as Figs. 12 and 13. 
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. 15.—Third-degree burn involving popliteal space. 





See Figs. 6, 17. 








Fic. 16.—Same patient as Fig. 15. Photograph taken seven days later. Devitalized tissue 


entirely removed. 

















Fic. 17.—Suspended position of Bryant to avoid contractures about knee. Blanket of 


and electric heating units. 


tent thrown back to show dressing, position of limb, suspension apparatus, 





on its outer surface 
(Fase. 3.2.3.5, 22. 
13, 14). 

Concurrent with 
the removal of the 
devitalized tissues 
there is a lowering 
of the bacterial con- 
tent, but rarely will 
the sterility be ob- 
tained without the 
use of antiseptics, 
that is necessary to 
justify a secondary 
closure by the paraf- 
fined film, or to 
guarantee the best 
results from skin- 
grafting. Asan 
antiseptic for burns 
we have not felt that 
Dakin’s hypochlo- 
rite solution was in- 
dicated, its germici- 
dal value being so 
small, and the less 
irritating and more 
highly germicidal 
chloramines are to be 
preferred. To many 
individuals all the 
chlorine antiseptics 
are painful, and the 
utmost care is neces- 
sary to insure their 
purity and freedom 
from active chlorine, 
and in the case of 
dichloramine, free 
hydrochloric acid. 

The early claims 
forthe almost impos- 
sible skin regenera- 
tion following the 
use of the paraffin 
films have proven to 
be somewhat exag- 
gerated and not al- 
ways trustworthy. 
There is no doubt, 
however, that there 
occurs a greater de- 














gree of skin regeneration that most surgeons 
have been accustomed to obtain with the em- 
pirical method of the past, but the necessity 
for skin-grafting exists, nevertheless, in a 
large proportion of the burns of the third 
degree. The best results are obtained upon 
surfaces which have reached surgical ster- 
ility in the shortest period of time. 


SUMMARY, 


1. As burns differ widely in degree, char- 
acter of tissue destruction, bacterial con- 
tent, and progress of healing, no one 
procedure as a local measure—wet or dry 
dressings, wax or ointment, or no one solu- 
tion—will prove equally valuable for all 
cases and all stages. 

2. The same factors, infection and ne- 
crotic tissues, are present in burns as in all 
traumatic wounds, and therefore the same 
principles apply to their treatment as have 
been found of such practical value in the 
treatment of traumatic wounds. 

3. The covering of burns with impervious 
dressings such as wax films is to a certain 
extent comparable to the surgical closure 
of traumatic wounds and should be gov- 
erned by the type of infection, the bacterial 
content, and the presence of necrotic tis- 
sue. 

4. The debridement of burns by surgical 
excision, though theoretically ideal, is 
usually a mechanical impossibility. Dakin’s 
solution, when it can be borne by the pa- 
tient, removes the necrotic tissues of burns 
in the same satisfactory manner as in trau- 
matic wounds, but, unfortunately, only a 
small proportion of patients will endure the 
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pain which its application to such hyper- 
sensitive surfaces causes. 

In the majority of our cases we have had 
to be content with natural tissue autolysis 
assisted by the mechanical cleansing of a 
daily immersion in normal salt or one-per- 
cent sodium bicarbonate solutions. 

5. Until the condition of surgical steril- 
ity is obtained we have found a dressing 
consisting of a single layer of wide-meshed 
paraffined gauze and the exposure of the 
part to the air provides the necessary drain- 
age and a dressing that will float off the 
wound with minimum trauma, at the time 
of the daily immersion. 

6. It is usually necessary to employ 
chemical antiseptics to obtain and maintain 
surgical sterility of burned surfaces if they 
are exposed to the air. The chlorine group 
have been the most satisfactory in our ex- 
perience; however, unusual care must be 
taken in their preparation and they should 
be tested to avoid the application of irritat- 
ing chlorine, or hydrochloric acid when 
using dichloramine. 

?. The covering of these surgically sterile 
wounds with wax films will often maintain 
their sterility and thus provide the best 
conditions for the growth of the new skin. 

8. The rate of growth of new skin and of 
grafted skin is at the maximum upon sur- 
faces which have reached the condition of 
surgical sterility in the shortest interval of 
time. 


9. The amount of scar tissue formed, 
and the consequent contractures, are in 
direct relation to the severity and duration 
of the infection. 





THE TREATMENT OF ULCER BASED ON EXPERIMENTAL DATA. 


BY MARTIN E. REHFUSS, M.D., 
Associate in Medicine; 


AND 


PHILIP B. HAWK, Ps.D., 
Professor of Physiological Chemistry and Toxicology in the Jefferson Medical College. 


The treatment of gastric ulcer must be 
founded on rational understanding of the 
etiological factors underlying ulcer forma- 
tion as well as the effect of the various 
remedial agents and the dietary destined 
to correct that condition. The following 
points seem justifiable on the basis of our 
knowledge of ulcer: 

At the outset it may be assumed that 
from present knowledge there is no one 
specific factor provocative of ulcer forma- 
tion. There is, however, abundant evidence 
to prove that the following facts are prob- 
ably concerned in the formation of ulcer, 
namely: (a) infection, either specific im- 
plantation, or so-called elective localization, 
or external infection; (b) nervous phenom- 
ena, including vagal and sympathetic dis- 
turbances; (c) circulatory phenomena, in- 
cluding not only changes in blood supply 
but also the bathing of the mucosa with 
vitiated products, bacterial, chemical, or 
both. As imperative factors in every case 
of demonstrable ulcer the following im- 
portant points in treatment should be 
emphasized : 

1. The isolation and removal of focal in- 
fection, whether in the nose, throat, sinuses, 
teeth, urinary tract, or in the appropriate 
management of alimentary infections. 

2. The preparation of autogenous vac- 
cines from such foci and the exhibition of 
these vaccines, which one of us has at- 
tempted to do in all such cases that have 
recently come to his attention. 

3. The correction of any marked varia- 
tions in vagal and sympathetic tone. Inas- 
much as there is often pronounced vago- 
tonia and many of the symptoms of ulcer 
are vagotonic, the use of drugs which allay 
these factors—atropine, for instance. 

4. The reduction or control of all toxic 
phenomena of whatever sort, principal 
among which is intestinal stasis. Equally 
important is the necessity for promoting 
elimination. 


There is almost nothing in any of the 
modern treatments directed toward ulcer 
which aims at any specific etiology, and 
this is a confession of the weakness in that 
direction which is the only conceivable out- 
come of our present knowledge on that 
subject. 

On the other hand we have considerable 
data regarding the factors which prolong 
ulcer or which are favorable to its forma- 
tion. In 1909 one of us while collaborating 
with Doctor Loeb was impressed with the 
fact that it was possible not only to limit 
but almost to prevent the appearance and 
spread of acute toxic ulcer by saturating the 
stomach with soluble alkalies, whereas the 
same phenomena were attested to by Bol- 
ton’s observations on gastrotoxic sera. In 
both instances the introduction of dilute 
acid markedly increased the spread of acute 
ulcer, while the constant alkalinization of 
the gastric contents prevented its appear- 
ance. These facts would seem to demon- 
strate, therefore, that while ulcer was not 
produced by any hyperacid condition of the 
gastric mucous membrane, acid did, how- 
ever, play an exceedingly important secon- 
dary role in the spread as well as probably 
the most important role in the chronicity of 
gastric ulcer. This fact is now almost uni- 
versally recognized and has led to an at- 
tempt to control gastric acidity. The im- 
portant point, however, and one which is 
far less clearly understood, is just how 
modern dietetic treatment contributes to 
this end. It is therefore our purpose in this 
article to point out in a general way the 
effect of these various methods of treatment 
and to indicate what appear to us to be the 
most important points in the control of 
ulcer. 

The following points appear to us of 
great importance from the general angle of 
ulcer treatment: 

1. There can be no question that with 
regard to the two phases of gastric activity, 




















namely, the digestive phase or that in re- 
sponse to the introduction of food, and the 
interdigestive or resting phase, the latter is 
by all odds the one which is most favorable 
to the cure of ulcer. In the first place the 
average total acidity of the fasting stomach 
is 30 and the average free acidity is 18, in 
contrast to the average figure of at least 70 
total acidity in the digesting stomach and 
the average free acidity reaching 40 or 
more. In other words, the acid concentra- 
tion is markedly reduced in the fasting 
stage, there is furthermore a marked influx 
of the duodenal secretions except in those 
cases with hypersecretion and pylorospasm, 
and finally, and probably equally important, 
there is contraction of the whole gastric 
wall by the so-called peristole favoring the 
contraction or approximation of the ulcer 
edges. From every standpoint, therefore, a 
prolongation of the interdigestive period is 
most conducive to healing. There are sev- 
eral cures which emphasize this feature, 
among them being the Yarotsky cure with 
two feedings a day, and the feature of 
starvation in the majority. of cures empha- 
sizes this principle. 

2. The amount of gastric work can be 
only surmised by comparing the material in 
the fundus of the stomach and the nature of 


the material in the duodenum by double’ 


gastroduodenal intubation. Only in that 
way is it possible to appreciate the enor- 
mous amount of fine mechanical work per- 
formed by the fundus aptly called “the 
principal or most important motor” of 
the digestive tract. It is in that portion 
that the majority of ulcers occur, and 
in that portion that trauma is most likely 
to take place. The peristaltic waves 
which gain very markedly in intensity 
in the autrum here manifest their full 
effect. The most desirable condition, there- 
fore, would be the introduction of food into 
the stomach which from a_ mechanical 
standpoint has undergone all the changes 
which would normally occur during gastric 
digestion. This means that in all cases of 
gastric ulcer to give the stomach rest by 
means of a properly prepared diet. The 
gastric digestion of proteins, carbohydrates 
and fats should therefore, if possible, be 
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arranged before the introduction of food 
into the body. Inasmuch as the carbo- 
hydrates undergo simply mechanical com- 
minution, this is readily accomplished by 
prolonged cooking and the exhibition of 
these foods as purées. The proteins such 
as meat undergo two changes, the intercellu- 
lar connective tissue is dissolved, setting 
free the meat fibers, and the native proteins 
undergo partial hydrolysis. The former 
may be accomplished by scraping or fine 
mechanical comminution. The latter being 
more difficult, the meat may be replaced by 
milk, because peptonization of milk is more 
readily accomplished than hydrolysis of 
meat fibers. So far as fats are concerned, 
simple emulsified fats in the form of milk 
and cream may be employed. 

3. From the standpoint of diet one thing 
is apparent from our studies: That prac- 
tically all substances introduced into the 
stomach are gastric stimulants. In fact, it 
is clear to-day that even water, for a long 
time considered to be without stimulating 
effect, produces a pronounced stimulation 
of gastric acidity, and all foods have the 
same effect. From a study of 842 curves on 
normal students the following effects were 
noted; in other words, the acid curves of 
the various foods were worked out,! and the 
table represents in a general way the inci- 
dence of high acidity with the various 
foods: 

Acidity Developed 


Over 100. 
Food Ingested. No. of Cases. Per cent. 
er ees eee rer 75 out of 82 91.5 
NE. bane s6ac ah-<b acer 156 out of 203 78.8 
Milk and cream........ 21 out of 47 44 
Pies, cakes and pastry.. 35 0utof 89 39 
Nats aad: Sralt.. oc. wes 34 out of 94 36.1 
BO: 04 baascahea bun cise 23 out of 104 22.1 
Ice cream and drinks... 10 out of 48 20.8 
Vometabless iss ccasce cvcd 27 out of 139 22.1 
Re ee ee ee 3outof 36 8 
Cereals and bread...... 6 out of 82 7.3 


From these figures it is evident that the 
different foods have different acid values 
and that the animal products most fre- 





1Bergeim, Evvard, Rehfuss, Hawk: 
1919, xlviii, 4. 

Fishback, Smith, Bergeim, Lichtenthaeler, 
Hawk: Am. J. Physiol., 1919, xlix, 2. 

Smith, Fishback, Bergeim, Rehfuss, 
Physiol., 1919, xlix, 2. 


Am, J. Physiol., 
Rehfuss, 


Hawk: Am. J. 


Miller, Fowler, Bergeim, Rehfuss, Hawk: Am. J. 
Physiol., 1919, xlix, 2. 
Miller, Fowler, Bergeim, Rehfuss, Hawk: Am. J. 


Physiol., 1920, li, 2. 
Miller, Bergeim, Rehfuss, Hawk: 


In press. 
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quently produce a high acidity. Meat is 
probably the most stimulating article in the 
dietary and demands the longest evacuation 
period. 
ulcer dietary if we are to reduce gastric 
acidity. Our own feeling is that meat can 
only be given to those cases of ulcer in 
which there is normal or rapid evacuation. 
It will be noted even with those cases which 
are given absolutely bland food that there 
are a certain number of responses which are 
of the high acid type. 

Milk also shows a number of objection- 
able features. In the first place, raw milk 
gives large curds; in the second place, 44 
per cent of our cases show an acidity of 100 
or over when milk is fed. It has the prop- 
erty, however, of being converted by boiling 
into a medium showing very fine curd 
formation. 

The average total acidity of eggs was 80, 
with the yolk of the egg producing far more 
secretory stimulation than does the white. 

Regarding vegetables, the communica- 
tions from our laboratories indicate clearly 
that while the vegetables show a relatively 
low total acidity compared with other food- 
stuffs, they have relatively little combining 
power. In general, the vegetables low in 
proteins, such as carrots, celery, tomatoes, 
cabbage, lettuce, and cucumbers, leave the 
stomach rapidly, develop only moderately 
high acidities, and leave with little change, 
whereas the boiled vegetables are much 
more completely broken up. It would ap- 
per, therefore, to be advisable to insist on 
thorough preparation of the green vege- 
tables which are included in the patient’s 
dietary. 

We have the following suggestions to 
make regarding the treatment of ulcer: 

1. There is unquestionably a form of 
ulceration in which there is no evidence of 
alterations in either secretion or motor 
function. The assumption, therefore, is 
that under these conditions the greatest at- 
tention must be paid to the subject of focal 
infections, the correction of toxemias (in- 
testinal, etc.) and habits, particularly 
dietetic. 

2. On the other hand, there are obviously 
a certain group of ulcer cases in which there 


It therefore has no place in the 
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are definite disturbances in function, par- 
ticularly in the direction of vagotonia with 
its attendant hyperacidity, hypersecretion, 
and pylorospasm, and in alterations in 
motor function. The assumption is that 
these alterations are unquestionably the 
dominating links in the chain establishing 
the chronicity of ulcer. Therefore we are 
compelled to break its vicious circle, par- 
ticularly through dietetic means. 

3. Prolongation of the fasting period or 
the interdigestive period is undoubtedly the 
most favorable means of inducing gastric 
rest, and it is universally admitted that com- 
plete rest is most conducive to ulcer healing. 
This is accomplished by starvation and 
rectal feeding. The only cure which com- 
pletes the starvation period is the one in 
which white of egg and butter are given 
following the starvation cure, and rectal 
feeding is kept up. 

4. We have discontinued the use of nu- 
tritive enemata and substituted the Murphy 
drip by bowel with nutrient solutions. It is 
possible to introduce 1500 calories in this 
way far more effectively than by the 
enemata, and the treatment can be continued. 
and discontinued at intervals with much 
less discomfort than is entailed in former 
methods. 

5. Surgery aims at the drainage cure, and 
if this be the paramount point to be at- 
tained we can attempt to accomplish it 
dietetically by a diet which is simply com- 
posed of those substances which are rap- 
idly evacuated’ by the stomach. Inasmuch 
as gastroenterostomy finds its greatest 
value in obstruction, so these methods of 
diet are indicated in just such cases. It is 
not true, however, that gastroenterostomy 
is uniformly followed by a reduction in 
acidity. These remarks do not pertain to 
excision of the ulcer. 

6. If the question is the reduction of 
acidity unquestionably the diet should be 
preponderatingly carbohydrate, with em- 
phasis laid upon cereals, vegetables, and 
bread. It is not true that the free acid is 
markedly reduced by the administration of 
meat. On the other hand, the free acid 


figures run comparatively high after the 
administration of meat. 














THE TREATMENT OF PNEUMOCOCCUS MENINGITIS WITH MORGENROTH’S 
OPTOCHIN HYDROCHLORIDE.* 


BY JOHN A. KOLMER, M.D., 
Professor of Pathology and Bacteriology in the Graduate School of Medicine of the University of Pennsylvania. 


Pneumococcus meningitis, whether origi- 
nating as a local infection of the cerebral 
meninges by extension from the ear and 
accessory nasal sinuses, during pneumonia, 
or developing as a spontaneous infection 
without a discoverable primary lesion, is a 
highly fatal disease; in my experience with 
fourteen cases of this infection, death re- 
sulted in all. Fortunately the disease is not 
common and does not occur in epidemics ; 
reliable statistics are not available, but an 
analysis of the available literature shows 
that the mortality is over 90 per cent. 

Serum treatment of this infection, either 
with polyvalent serums or the monovalent 
serum for type 1 infections, has failed ma- 
terially to influence the disease; the studies 
of Lamar? with experimental pneumococ- 
cus meningitis in monkeys have shown that 
the serum alone has but slight curative 
value, although encouraging and frequently 
brilliant results were observed with mix- 
tures of serum, sodium oleate, and boric 
acid, the sodium oleate rendering the organ- 
isms more vulnerable to the serum. These 
results were observed only when specific 
serum was employed, that is, the serum cor- 
responding to the type of pneumococcus 
producing the disease; the antiserum for 
type 1 was ineffective for type 2 infections 
even in the presence of sodium oleate. 

Systematic studies in the chemotherapy 
of pneumococcus meningitis do not appear 
to have been made; owing to the compar- 
ative ease with which the disease may be 
produced experimentally, providing highly 
virulent cultures are available, it would ap- 
pear a particularly interesting field for ex- 
perimental study under conditions closely 
resembling a disease occurring among per- 
sons. The fact that the subarachnoid space 
is practically a closed one, with circulation 
of the cerebrospinal fluid resulting in a 
diffusion of substances introduced in the 





*From the McManes Laboratory of Experimental 


Pathology of the University of Pennsylvania, Phila- 
delphia. 





lumbar regions until such time as inflamma- 
tory changes interfere, renders experiments 
in meningitis particularly serviceable in 
chemotherapeutic studies in bacterial in- 
fections. 

In the chemotherapy of pneumococcus 
infections various compounds of quinine, 
and particularly the optochin of Morgenroth 
and Levy? and its hydrochloride salt, desig- 
nated as optochin or ethylhydrocuprein 
hydrochloride, have given the most encour- 
aging results. As a result of the work of 
these investigators in addition to that of 
Moore® and Cohen, Kolmer and Heist* in 
this country, showing the high pneumococ- 
cidal activity of optochin hydrochloride in 
test-tube experiments and some protective 
and curative activity in experimental pneu- 
mococcus infections in mice,’ Dr. Idzumi 
and myself decided to study the probable 
influence of this substance alone and in 
combination with antipneumococcus serum 
and sodium oleate on pneumococcus menin- 
gitis experimentally produced in rabbits. 

Our experiments were conducted by first 
determining the toxicity of these various 
substances by subthecal injection in rabbits 
followed by a study of their influence in 
varying dosage on the course of infections 
produced by the subthecal injection of viru- 
lent pneumococci; the results of these ex- 
periments with optochin hydrochloride 
yielded encouraging results and may prove 
of some aid in the treatment of pneumococ- 
cus meningitis in persons during the early 
stages of this highly mortal disease.*® 


EXPERIMENTAL PNEUMOCOCCUS MENINGITIS. 


The lesions were produced in rabbits by 
the subthecal injection in the lumbar region 
of virulent types 1 and 2 pneumococci sus- 
pended in physiologic salt solution; a defi- 
nite train of lesions and symptoms followed 
in the nature of an acute suppurative lepto- 
meningitis involving the spinal cord and 
base of the brain accompanied by cloudy 
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spinal fluid, fever, leucocytosis, hyperes- 
thesia, opisthotonus, and convulsions, a de- 
tailed description of the changes being given 
by Dr. Idzumi in a separate article." 


THE PNEUMOCOCCIDAL ACTIVITY OF OPTO- 
CHIN HYDROCHLORIDE IN THE SPINAL 
FLUID OF ACUTE MENINGITIS. 


While optochin hydrochloride possesses 
extremely high germicidal values for pneu- 
mococci in a broth or salt solution, this ac- 
tivity is materially reduced in the presence 
of large amounts of serum proteins, and it 
was necessary to determine its pneumo- 
coccidal activity in the spinal fluids of acute 
meningitis before undertaking experiments 
on their influence in experimental pneumo- 
coccus meningitis. 

For this purpose turbid spinal fluids con- 
taining many thousands of pus cells per 
cubic millimeter and yielding strongly posi- 
tive Pandy and Noguchi reactions for pro- 
teins were used. In one of these fluids 
within a few hours after removal from a 
person with meningitis, type 2 pneumococci 
identified by serologic methods were present 
in large numbers and were mostly extra- 
cellular; in other experiments spinal fluid 

_ containing type 1 pneumococci (extracellu- 
lar) was employed. 

In these experiments the drug proved 
germicidal for type 2 pneumococci in dilu- 
tions of 1:2000 in thirty minutes, in 1:4000 
in one hour, and 1:10,000 in one and a half 
hours. Inasmuch as the drug could be used 
in rabbits in a dose of 0.5 Cc. of 1000 dilu- 
tion per kilo of weight, and assuming that 
there are about from 2 to 3 Cc. of spinal 
fluid per kilo of weight equivalent to from 
120 to 180 Cc. per adult of about 125 
pounds, the final dilution of the drug in 
the spinal fluid of normal rabbits was about 
1:6000, providing diffusion occurred. Ex- 
periments with dyestuffs have shown that 
0.5 Cc. of 1-per-cent solutions injected 
subthecally in the lumbar region of rabbits 
diffuse along the entire cord and base of 
the brain within from three to six hours, 
but may not be found in the ventricles ; ac- 
cordingly the final dilution of drug in the 
subarachnoid space may not be as high as 
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stated, and in view of‘the results observed 
with germicidal tests in vitro with purulent 
spinal fluids it was reasonable to expect 
that sufficient amounts. of optochin hydro- 
chloride could be injected subthecally to 
influence the course of a pneumococcus 
meningitis even though the amount of 
spinal fluid was increased by inflammatory 
processes. 


THE INFLUENCE OF OPTOCHIN HYDROCHLOR- 
IDE ON EXPERIMENTAL PNEUMOCOCCUS 
MENINGITIS. 


With these preliminary experiments fin- 
ished, the study was continued by producing 
severe leptomeningitis in rabbits by the 
subthecal injection in the lumbar region of 
type 1 or type 2 pneumococci suspended in 
warm salt solution. At varying intervals 
the drug was injected subthecally about two 
interspaces higher in the lumbar region and 
the animals carefully observed over a period 
of several days. Temperature observations 
and leucocyte counts were made at regular 
intervals, and the influence of optochin de- 
termined by these observations in addition 
to the clinical condition of each animal and 
the duration of its life as compared with 
numerous controls. Owing to the small 
size of the animals, it was not always pos- 
sible to secure spinal fluid for examination ; 
a drop or two was the largest amount that 
could be secured suitable for films and per- 
mitting observations on the nature of the 
exudate in the spinal fluid and the degree of 
phagocytosis. The clinical symptoms, du- 
ration of life and results of complete post- 
mortem examinations, including a histologic 
examination of the cord and brain of each 
animal, were the chief criteria for judging 
the results. 

Our experiments have shown that the 
subthecal injection of single doses of ethyl- 
hydrocuprein in amounts of 0.5 Cc. of 1:500 
and 1:1000 solutions per kilo of body 
weight, had a distinct beneficial effect on 
the course of experimental meningitis in 
rabbits produced by a type 1 pneumococcus 
of moderate virulence, when administered 
not later than four to six hours after the 
injection of organisms ; when given twenty- 
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four hours after the pneumococci this 
effect was not apparent. With a meningitis 
produced by a more virulent culture of type 
2 pneumococci, single doses of this drug 
had but slight or no effect on the duration 
of the lives of the experimental animals. 

These results are encouraging, inasmuch 
as the experiments have been severe tests 
for the protective and curative properties of 
the drug, because it was necessary to infect 
the subarachnoid space with relatively 
large doses of virulent pneumococci in 
order to produce a definite train of lesions 
and symptoms, and owing to the marked 
susceptibility of the rabbits to invasion by 
the pneumococcus the experimental infec- 
tion was usually severe and rapidly fatal. 

It is to be emphasized, however, that 
optochin hydrochloride proved curative in 
these experimental infections only when 
given early in the disease, and early diag- 
nosis by lumbar puncture and prompt intra- 
spinal injection of the drug should be the 
key-note of treatment of pneumococcus 
meningitis occurring among persons, if any 
success is to be expected and the mortality 
reduced. 


DIAGNOSIS AND TREATMENT OF PNEUMO- 
COCCUS MENINGITIS IN PERSONS, 


According to the results of our experi- 
ments it would appear safe to inject per- 
sons intraspinally with 0:5 Cc. of a 1:1000 
dilution per kilo of weight once or twice in 
twenty-four hours for a period of several 
days, following the withdrawal of spinal 
fluid; this dose amounts to 30 Cc. of a 
1:1000 solution for a young adult weighing 
about 125 pounds, and is equivalent to 
0.0005 gm. of the drug per kilo of weight 
and 60 times less than the toxic dose. I be- 
lieve that this amount may be accepted as 
safe even when given once or twice a day 
for four or five days, and that the produc- 
tion of amblyopia or other toxic effects 
need not be feared. 

The treatment I would advise for this 
highly mortal disease may be summarized 
as follows: 

1. Early diagnosis is essential. 
treatment of meningococcus 


In the 
meningitis 


699 


best results follow early diagnosis by ex- 
amination of cerebrospinal fluid and the 
prompt injection of antimeningococcus 
serum; likewise in pneumococcus men- 
ingitis little is to be expected in the treat- 
ment of advanced infections. Spinal punc- 
ture is not harmful when properly per- 
formed and constitutes the best means of 
early diagnosis. The physician should sub- 
mit the fluid to examination immediately 
after its withdrawal, and within an hour 
after it reaches the laboratory the bacteri- 
ologist should be able to report whether the 
infection is meningococcic or due to some 
other microorganism, 

2. The pneumococcus in spinal fluid may 
be mistaken for the streptococcus, or vice 
versa; agglutination reactions with anti- 
pneumococcus sera and other tests should 
enable the bacteriologist to differentiate 
within thirty-six hours. If, however, 
Gram-positive cocci are found, I advise 
treatment with optochin; if the coccus is 
subsequently found to be a streptococcus, 
treatment with optochin may be stopped. If 
it proves to be a pneumococcus, valuable 
time will have been saved. If the coccus 
is Gram-negative and otherwise corre- 
sponds to the features of the meningococ- 
cus, of course antimeningococcus serum 
and not optochin should be administered 
intraspinally and probably intravenously as 
well. 

3. The dose of optochin hydrochloride 
for both children and adults should be 1 Cc. 
of a 1:1000 solution in sterile salt solution 
for about each four pounds of weight; 
spinal fluid should first be removed and the 
solution of drug warmed to body heat and 
injected with a syringe or by gravity in the 
usual manner. 

4. Two injections should be given every 
day for the first four or five days; after 
that the injections should be guided by the 
clinical condition of the patient and condi- 
tion of the spinal fluid. At least one injec- 
tion per day should be given as long as liv- 
ing pneumococci are present in the spinal 
fluid. 

5. With adults a blood culture is advis- 
able ; if type 1 pneumococci are found type 
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1 antipneumococcus serum should be given 
intravenously and in large doses as recom- 
mended for the treatment of type 1 pneu- 
monias. 

6. In cases of pneumococcus meningitis 
following infection of the mastoid cells, 
frontal sinus or other accessible areas, ap- 
propriate surgical treatment and establish- 
ment of drainage are, of course, of prinie 
importance. 

7. In preparing the solution of optochin 
hydrochloride, I dissolve 0.1 gm. in 100 
Cc. of sterile warm physiological saline so- 
lution and heat on a water-bath at 60° C. 
for one hour. If time permits cultures 
should be made to insure sterility. This 
solution is antiseptic of itself and does not 
require the addition of phenol or other 
preservatives. Recently Professor Mor- 
genroth has written me strongly indorsing 
the principles of early diagnosis of pneumo- 
coccus meningitis by spinal puncture and 
treatment with optochin hydrochloride. Dr. 
George Rosenow (Deut. med. Wchn., 1920, 
Nr. 1) has also reported the successful 
treatment of a case occurring in a woman 
of thirty-two years; the dose administered 
was 0.03 gm. in 15 Cc. water, corresponding 
closely to that recommended by Dr. Idzumi 
and myself. 
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FAT EMBOLISM IN HEALTH AND 
DISEASE. 

HutcuHison, in the Quarterly Journal of 
Medicine for April, 1920, reaches these 
conclusions : 

1. The digestion of fats in infantile 
atrophy, rickets, and tetany is carried out 
as efficiently as in healthy children. 

2. The fat output in the feces varies 
directly with the fecal weight and forms 
approximately one-third of this. 


3. In order to determine, in any balance 
experiment, whether the percentage absorp- 
tion is normal or not, it is necessary to 
take into consideration the fecal weight. 
When the fat intake is under 20 grm. per 
day, both fat intake and fecal weight will 
affect the percentage absorption, though the 
fecal weight will be the predominant fac- 
tor, and when the intake is over 20 grm. 
per day the intake may for practical pur- 
poses be neglected, and the percentage ab- 
sorption will depend on the fecal weight. 
When the fecal weight is taken into con- 
sideration, the observed and calculated per- 


centage absorptions agree closely. The 


lower average percentage absorption in 
atrophy is due to the lower average fat 
intake, this being only 17.8 grm. as com- 
pared with 35.2 grm. in healthy children. 

4, There is a slightly greater loss of fat 
in infantile atrophy, due to the motions 
being larger than in healthy children, but 
the excessive loss, which amounts to 0.88 
grm. per day, can be neglected so far as 
nutrition is concerned. There is no true 
deficient absorption. 

5. In rickets the excess loss of fat per 
day over that in healthy children averages 
0.6 grm., an amount whjch is quite sufficient 
to affect nutrition. 

6. In tetany the excess loss is 2.4 grm. 
per day. This is due chiefly to the passage 
of larger motions than normal, viz., 14.4 
grm. compared with 9.9 grm., and to a less 
extent to a true deficient absorption, since 
the fat in the feces averages 38 per cent. 
This loss is insufficient to affect nutrition. 

?. Other facts point to a normal fat ab- 
sorption in atrophy, viz., the increased 
amount of fat absorbed with an increased 
intake, and the fact that improvement fre- 
quently follows the lowering of the fat 
content of the milk. 

8. Saponification of fats in the intestine 
does not affect the absorption of fats. 

9. The fairly constant percentage of fat 
in the feces of man and other animals sug- 
gests that fecal fat has a function to per- 
form, and that it is not a pure excretion. 
There is no evidence, however, to indicate 
what this function is. 














DELAYED POISONING BY ARSPHENA- 
MINE. 





From the early days in which this com- 
paratively new drug was used up to the 
present time, it has been increasingly evi- 
dent that while its introduction into medi- 
cine is of the greatest possible importance 
from many points of view, nevertheless the 
physician who employs it is using a tool 
with an exceedingly sharp edge, and that 
very slight variations from the ordinary 
both in the constitution of the patient and 
in the constitution of the substance itself 
may give rise to distressing symptoms or 
even death. Herxheimer’s reaction as a 
rule may be considered to be a moderate 
untoward effect. 

The development of cerebral symptoms 
as represented by convulsions or coma may 
possibly be another manifestation of the so- 
called Herxheimer reaction, and no less an 
investigator than Ehrlich himself clearly 
pointed out that the too frequent adminis- 
tration of this drug often produced most 
dangerous manifestations, and that those 
who suffered from marked cardiovascular- 
renal lesions were to be considered as in a 
class in which its employment must be 
most cautious. 

Nearly all of the evil effects which have 
followed the administration of the so-called 
“606” have, however, taken place within a 
period of a few hours or at least within a 
day or two, although in all probability a 
very considerable number of cases have oc- 
curred in which evil manifestations due to 
the drug have appeared so long after its use 
that their occurrence has been attributed to 
other causes. So, too, a very considerable 
proportion of cases presenting evil effects, 
near or remote in time, have probably not 
been reported: first, because many men fail 
to make reports because they are busy or 
have no genius for writing, or because of 
the very human tendency not to record dis- 
agreeable occurrences. On the other hand 


it is not to be forgotten that no other 
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remedial substance has ever been adminis- 
tered to such a multitude of patients by 
such a multitude of practitioners, trained 
or untrained, within a given space of time 
as has the particular drug under discussion. 
Even the wide-spread employment of diph- 
theria antitoxin is insignificant as com- 
pared with the frequency with which 
arsphenamine and neoarsphenamine have 
been employed. It is also to be recalled 
that numerous manufacturers, because of 
the demand and because of the war, have 
produced these products without adequate 
control; and last of all they have probably 
been largely used in many cases which were 
unsuited for their employment save that the 
physician believed that, amongst other 
things, his patient was infected by syphilis. 
When all these facts are considered it is 
evident that any substance possessing power 
for good also may possess power for harm, 
and it is remarkable that so few disasters 
have followed its careless use. 

Constantly increasing knowledge concern- 
ing these products in no way indicates that 
they should not be resorted to, but empha- 
sizes the fact that if badly prepared by the 
manufacturer or by the physician about to 
inject them, they are capable of harm, par- 
ticularly if some contraindication to their 
use exists. 

A valuable paper bearing the title “De- 
layed Arsenical Poisoning” has recently ap- 
peared in the London Lancet by Strathey, 
Smith and Hannah. They record fifty- 
eight cases following the administration of 
what they call “606” preparations, and refer 
incidentally to numerous cases of poisoning 
which have been reported in and out of 
army and navy service during the past 
eighteen months. 

One of the reasons, possibly, for the de- 
velopment of untoward effects has been the 
very natural desire of military and civilian 
physicians to stamp out the disease before 
it could gain any headway, and this has 
resulted in the so-called intensive treatment 
in which the doses were repeated with little 
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interval between them and often associated 
with a very free administration of mercury. 
Eight of the cases reported by the authors 
to whom we have referred developed their 
symptoms suddenly and died within a few 
days. The other fifty patients varied in the 
degree of their symptoms, the onset of 
which was gradual, and all left the hospital 
almost fully recovered. Amongst the fatal 
cases the greatest number of doses given 
was eleven, and the least four; and the 
greatest total amount administered was 6.95 
gms. and the least amount 2.2 gms. It is 
to be noted that the average time of the 
onset of symptoms after the last dose was 
no less than 41 days; the longest interval 48 
days, and the shortest 18 days. One patient 
was under twenty years of age, four in the 
third decade of life, and three between 
thirty and forty. The shortest time which 
elapsed between the onset of symptoms 
and death was two days, the greatest eleven 
days, and the average five days. The early 
symptoms were the development of jaundice 
followed by nausea, epigastric pain, stupor, 
delirium, and death, with albuminuria, ster- 
torous breathing, and feeble circulation. 
Four of the patients were wildly delirious, 
but in the patients that lived for eleven days 
drowsiness came on slowly and slowly deep- 
ened into coma. Bile was present in the 
urine, but the hemoglobin and red blood 
cells were not much reduced. 

Amongst the non-fatal cases it is inter- 
esting to note that the greatest number 
of doses given was 14, the least 2. It is also 
worthy of record that the average time of 
onset of symptoms was 45 days and the 
longest interval 180 days; the shortest in- 
terval being three days. Thirty-nine of 
these cases were admitted for jaundice, 
eight for dermatitis, two for nephritis, and 
one for general debility. Albuminuria was 
present in 28 and bile salts in the urine in 
35. Jaundice seemed to be the most con- 
stant of all the symptoms. 

In other instances peripheral neuritis de- 
veloped. 

It has been thought by some that the evil 
symptoms produced by these drugs are due 


to the benzol group, but Strathey, Smith 
and Hannah vehemently deny this and be- 
lieve that the cases they reported are typical 
of delayed arsenical poison. They also feel 
that age and syphilis are not causative 
factors. : 

As to the collateral treatment, naturally 
this had little effect. The most important 
point seems to be to cut down the diet to a 
very strict limit to diminish the formation 
of toxic products from food. Their patients 
,were given 30 ounces of skimmed milk and 
2 ounces of sugar daily, which was grad- 
ually increased. The diet was intentionally 
high in carbohydrates and low in fats. 
Absolute rest was ordered and two drachms 
of sodium bicarbonate given in each 24 
hours. Except in the fatal cases the vom- 
iting ceased when a restricted diet was 
given. 

These authors believe that this series of 
cases cannot be classed as belonging to an 
epidemic of infectious jaundice; in other 
words, they attribute the evil effects to the 
drug and not to an infection, but they 
emphasize the fact that in all their exam- 
ihations the liver was found to be atrophic, 
and they claim that the atrophy of the liver 
can readily be recognized during life by the 
use of the #-rays. 

It goes without saying that should any 
patient who has been receiving arsenical 
compounds develop jaundice, albuminuria, 
and marked shrinkage of the liver within 
two or three months after the use of the 
drug, these remedies should not be reém- 
ployed. 

Once more we wish to emphasize the fact 
that just as the development of anaphylaxis 
in rare cases should not in any way militate 
against the employment of diphtheria anti- 
toxin in the presence of diphtheria, so 
should the very occasional occurrence of 
any of the evil conditions that we have men- 
tioned in no way influence the physician 
to withhold these remedies in syphilis. 
They should serve only to make him study 
his patients most carefully before resorting 
to this method of treatment and lead him 
to watch with the greatest care the subse- 
quent career of the patient treated. 

















BENZYL-BENZOATE. 





The introduction of benzyl-benzoate as 
a remedy to relieve spasm of unstriped 
muscular tissue has, as in most instances 
when new drugs are produced, been re- 
ceived with enthusiasm and with the hope 
that it would be successful in all cases in 
which it seemed to be indicated. Such a 
hope, of course, is not justified, for such 
a standard drug as digitalis fails in a goodly 
percentage of cases for reasons which are 
becoming better understood as time goes on. 

Amongst the conditions for which benzyl- 
benzoate is recommended is spasmodic 
asthma, and the reports from a number of 
clinicians as to the results which they have 
obtained are most encouraging. On the 
other hand certain practitioners have em- 
ployed it with disappointing results. This 
is in all probability due to the fact that 
asthma is a symptom and not a disease, 
that benzyl-benzoate corrects abnormalities 
in certain instances, and is unable to affect 
the cause of the attack in certain other 
instances. 

It has also been highly recommended in 
all conditions where there is supposed to 
be undue rigidity or spasm of unstriped 
muscular tissue, and results akin to those 


obtained in asthma may be said to have been 


reached in these various functional ail- 
ments. 

Like asthma, constipation is a chronic 
affection or functional disturbance. In 
some instances it is due to an undue 
activity on the part of the colon in abstract- 
ing from the fecal matter the moisture 
which should be retained, with the result 
that the stool becomes exceedingly dry and 
hard and difficult to expel. In other in- 
stances it arises from a state of intestinal 

‘torpor or loss of power in the intestinal 
wall, and-in still other instances it results 
from a tendency to rigidity or spasm, and 
these cases, while they are more rarely met 
with, nevertheless deserve attention since 
in them it often happens that the adminis- 

tration of drugs which have a reputation as 
being fairly powerful laxatives or purges 
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fails, whereas milder measures succeed ; the 
reason being that the irritant laxatives or 
purges exaggerate the irritability and spasm 
of the intestinal wall. In these cases the 
use of very powerful purgatives may pro- 
duce movements which nevertheless are 
considered by the patient as unsatisfactory 
for several reasons. They are often accom- 
panied with a great deal of pain and fol- 
lowed by constipation far worse than 
before. 

In a still more rare class of cases in 
which there is fecal impaction a- similar 
condition of spasm may exist. As is well 
known, purgatives, and indeed enemata, 
sometimes make these patients worse. and- 
fail to move the bowels. 

In a comparatively limited experience 
which we have had with benzyl-benzoate in 
cases of constipation due to spasm or seem- 
ing fecal impaction, benzyl-benzoate has 
given excellent results if given in the dose 
of 20 to 30 minims of the regular 20-per- 
cent solution three times a day. Indeed, 
in one case which had suffered from ob- 
stinate constipation which nothing had re- 
lieved satisfactorily for many years, this 
drug, which does not possess direct purga- 
tive properties, acted in a most efficient 
manner. 

It is manifest that in intestinal torpor 
where there is undue absorption of fluid 
by the colon, it cannot be expected to do 
good, but where there are abdominal ad- 
hesions or other causes of intestinal spasm 
it may prove to be a valuable remedy, and ° 
up to date the facts that we have concerning 
this remedy certainly justify its being 
faithfully tried. 

This is another instance in which the 
advances made in chemistry and pharmacy 
have resulted in the development of a 
product which has considerable promise. 
The process of deduction by which Macht 
worked out the likelihood of such a drug 
being of value, then proceeded to determine 
that his theory was correct, and lastly 
proved that such a drug could be made 
synthetically, deserves the encouragement 
and the praise of his professional colleagues. 
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MIGRAINE. 





A very considerable number of persons 
suffer at times from severe attacks of true 
migraine or hemicrania. Many of these 
patients, as well as their physicians, are 
forced to the ultimate conclusion that little 
can be done for them either in the way of 
prophylaxis or cure. For this reason we 
have read with interest a communication 
made to La Presse Médicale of April 28, 
1920, by Pagniez and Nast, who made a 
somewhat similar communication to the 
same journal under date of April 3, 1919. 
In this paper they describe the typical 


“symptoms presented by a patient suffering 


from this disorder and emphasize the im- 
portance of chocolate as a provocative agent 
in developing an attack. The attack some- 
times does not follow the ingestion of the 
chocolate for so many hours that any rela- 
tionship between this food substance and 
the attack is lost sight of. In their earlier 
paper and in this one they recommend the 
administration of about 7 grains of peptone 
in capsule, not for the relief of the pain, 
or the attack, when fully developed, but 
with the idea that it would act as a prophy- 
lactic. , 

They detail the life of a patient and 
describe his diet, which seemed to be taken 
with impunity for a number of days, 
although it contained chocolate, but finally 
the patient was stricken with a sharp attack 
in which the characteristic symptoms of 


’ gastric distress, eructations, chilly sensa- 


tions, pain in the eyeball, loss of appetite, 
and severe temporal neuralgia manifested 
themselves. : This was followed by severe 
general head pain accompanied by asthenia 
and lasted for many hours. 

They recognize the fact that certain food- 
stuffs can be taken with impunity at times 
and with disaster at other times. Never- 
theless, they claim that the use of 7 grains 
of peptone two or three times a day, after 
meals, in some way which does not seem 
to be very clear, seems to produce good 
results in some patients who present these 
‘severe symptoms. 


THE WEAK FOOT. 





Among the main causes of inability for 
military service based on examination of 
several million young men were found poor 
eyes, poor teeth, and weak feet, roughly 
classed as flat feet. It is-well recognized 
that the term flatfoot by no means indicates 
a weak foot; that certain races are nor- 
mally flat-footed; that many individuals 
are congenitally flat-footed and exhibit no 
weakness; that the weak foot is one in 
which the normal sustaining arches have 
been broken down, often by improper shoe- 
ing, by too great use, after illness, by 
overuse, or the lack of proper exercise. 
Such a foot becomes so painful on use as 
to unfit its possessor for any long-continued 
standing or walking upon it and more or 
less cripples him or her. 

The recognized method of treatment is 
proper shoeing, supplemented by proper 
exercises. In more advanced cases supports 
are needful. Among the exercises found 
most serviceable in the early stages is that 
supplied by the Barron or flatfoot ladder. 
A diagram outlining its construction was 
published in a special number of the United 
States Naval Medical Bulletin, January, 
1919. Answering numerous inquiries, Bain- 
bridge has put forth in the April number 
of the United States Naval Medical Bul- 
letin, Volume XIV, No. 2, 1920, a com- 
munication he has received from Colonel 
Barron, together with a diagram explaining 
this important orthopedic device and its 
uses: 

“It should be remembered that ladder 
treatment is applicable only to those cases 
of flatfoot which can safely be treated by 
exercise. As Sir Robert Jones has pointed 
out, severe cases of flatfoot require pos- | 
sibly operation and certainly rest, with 
continuous support of the arch by building 
up the boot by properly proportioned pads. 
However, the vast majority of flat feet 
should be got in the early stages and treated 
by means of the ladder. It should also be 
noted that many feet look flat and indeed 
are flat, with a practical absence of arch, 














which do not present any symptoms and 
do not interfere with exercise. Policemen 
often have feet of this type. 

“The ladder itself is a ladder laid flat on 
the floor which instead of the ordinary 
rungs has steps set at an angle of approxi- 
mately 35 degrees and provided with a toe- 
piece to prevent the foot slipping forward 
off the steps. The toe-piece should be about 
1% inches deep and the step 3 to 4 inches. 

“There should be an interval of 18 inches 
between the successive steps ; the whole lad- 
der should be some 20 to 25 feet long. 
Running along the side of the ladder is a 
balancing board, on which the set exercises 
are finished off. 

“The important thing is how the exer- 
cises are done. 

“The patient must step on the ladder, 
toes slightly in. He then points one foot 
forward, keeping all the weight on the 
other foot until the advancing foot is in 
position on the next step. He then sways 
the whole body forward on to the advanced 
foot and continues as before. Having 
reached the end of the ladder he does ex- 
actly the same backward, this time keeping 
the weight on the front foot while the 
retiring foot is in position. It is this feel- 
ing for position which does the good as it 
brings into action all those muscles which 
go to strengthen the arch. 

“It will be found that at first the move- 
ments may cayise a certain amount of pain, 
in which case the duration of each treat- 
ment should be limited to a few minutes: 
Having exercised on the steps for fifteen 
to twenty minutes, the patient then goes 
backward and forward twice or three times 
on the balancing board, employing the same 
sort of movements (1.e., the swaying of the 
body forward or backward, as the case may 
be). It is well to have a hand-rail by the 
side of the ladder (a wall will do) for be- 
ginners. Afterwards the exercises should 
be done with the hands on the hips and the 
shoulders pressed downward and backward. 

After the exercise the patient should rub 
his ankles and feet, using a little oil. Exer- 
cise twice daily, and as recovery takes place, 
employ the usual flatfoot exercises also; 
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dancing in moderaion is recommended. 
Exercises should be done in stocking feet 
or while wearing gymnasium shoes. 

“Note that the taking of impressions to 
record progress is a very tricky business. 
It is easy to show an entirely fictitious 
record. A paste of whitening (chalk) on 
which the foot is first placed before being 
impressed on black paper is what we used. 
The attendant should press firmly on the 
patient’s shoulders and see that he is not 
‘curling’ up his feet in order to get a good 
impression.” 

It might be well to supplement this 
description by the statement that each step 
of the ladder set at an angle of 35 degrees 
is tilted up at this angle toward the patient 
as he walks forward. The discovery of 
the great numbers of people crippled by 
weak and painful feet points to the need 
of supplementing the usual physical exam- 
ination of schoolchildren by a search for 
the beginnings of this condition, which, if 
then found, can be readily and promptly 
corrected. 





A DUAL ALLIANCE AGAINST VENE- 
REAL DISEASE. 





It is interesting to note that in conserv- 
ative England, where the struggle against 
what has been called prophylaxis was most 
violent, continued, and successful, even in 
the army and during the greater part of 
the war, there is at least one locality where 
sound rational health methods are accepted 
and carried out by the community. This 
seemed a matter of such importance that 
the Lancet of May 15, 1920, has devoted to 
it an editorial which runs thus: 

Early in 1917 the borough of Portsmouth 
opened a clinic for the treatment of persons 
‘suffering from venereal diseases, which has 
since been enlarged and is generally admit- 
ted to be doing good work. In February 
last Dr. A. Mearns Fraser, medical officer 
of health for the borough, presented to his 
health department a special report on means 
for the prevention of the same diseases. 
The chief duty of a sanitary authority is, 
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as all will agree, preventive rather than 
remedial. In this able and in parts moving 
little pamphlet Dr. Fraser set forth the 
case for prevention, and concluded by 
recommending his local authority to take 
the necessary steps to spread a knowledge 
of the means of self-disinfection, so that 
those who insist upon satisfying their sexual 
appetites by promiscuous intercourse should 
be in a position to protect themselves, and 
possibly their innocent families, against 
loathsome disease. On March 3 the Ports- 
mouth Health and Housing Committee ap- 
proved and adopted Dr. Fraser’s report and 
decided to urge the Council to empower 
them at once to act upon it. On April 27 
the Council itself confirmed this decision, 
and the principle of popularizing the meth- 
ods of venereal prevention among the male 
population is now the official policy of the 
municipality of Portsmouth. 

Where others have discussed Portsmouth 
has acted. The manifold difficulties and 
objections raised by both parties to a warm 
controversy have been more than sufficiently 
studied during the last few months.. Some 
of the objections have been too much in 
the nature of Aunt -Sallies stuck up ex- 
pressly to be knocked down by cogent and 
clever argument. Advocates of self-disin- 
fection are apt to assume as prevalent 
among their opponents the medieval view 
in favor of retaining disease as a method of 
enforcing chastity. No responsible body of 
thinking people now takes this view or 
regards fear as a useful deterrent from 
venereal infection. Many of the opponents 
of self-disinfection profess to see nothing 
in it but the issue of prophylactic packets 
from an automatic machine. Setting aside 
bogies and bugbears, there remain two 
difficulties keenly felt by many who are not 
fanatics in regard to popularizing self- 
disinfection. ‘The first is in essence that 
in so far as the male genital tract is rela- 
tively easy to disinfect, and the female 
relatively difficult, to advocate self-disinfec- 
tion is to set up that different moral stand- 
ard as between men and women against 
which it is increasingly the spirit of the 
age to protest. It is said that to advocate a 
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method of disinfection applicable only to 
men is to revive the spirit of the ill-famed 
C. D. Acts; in a word, to make fornication 
safe for men. To this it may be replied 
that whereas to fix a different moral stand- 
ard is wilful, the anatomical difficulty is 
not of our own seeking, is at present inevi- 
table, and is to be overcome by improvement 
in technique. Illustrations do not carry us 
far, but the analogy might be suggested of 
an armory in which the curator, unable, as 
he would like, to enforce perfect orderliness 
on those using it, should yet insist that 
swords be cleaned after use in case they 
should be put back in the wrong scabbards. 
And in the end the scabbards would remain 
clean. The other real difficulty, also of a 
fundamental and reasonable nature, is felt 
by those who fear the effect of prophylactic 
propaganda upon the mind of the young 
man or woman growing up to the conscious- 
ness of virility and sexual potency. How 
can information be conveyed for making 
promiscuous intercourse safer from risk 
of infection without suggesting to the 
adolescent that his sanitary authority ex- 
pects him to be clean but not continent? 
This is a crucial point to which earnest 
groups of seekers have devoted attention 
without as yet finding a solution of wide 
acceptance. E 

Portsmouth has ‘cut the Gordian knot. 
Before the Council meeting all the omens 
were unfavorable to the acceptance of Dr. 
Fraser’s report except by a bare majority 


‘and in a controversial atmosphere. Wisely 


construing -his duties as chief magistrate 
and first citizen, the Mayor of Portsmouth 
called a meeting at which the various con- 
flicting interests were represented and 
which was addressed by Dr. Fraser. The 
reasonableness of the proposals struck 
home, and after very full discussion the 
supporting resolution (no formal vote was 
in order) was proposed by the Rural Dean, 
seconded by Bishop Ingham, and supported 
by the President of the Free Church Coun- 
cil. With one corollary : that along with the 
municipal action in the domain of hygiene, 
there should run concurrently a voluntary 
campaign to promote chastity. Evidently 
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some of those present at the meeting were 
not satisfied that they had done all that they 
could in social, educational, and moral 
directions. 

Dr. Fraser’s demand for a hygienic cam- 
paign undoubtedly precipitated a moral 
campaign. For the statistician this may be 
unfortunate, as the moral campaign will in- 
validate the hygienic as a scientific experi- 
ment. But for all other thinking people 
the prosecution of the two campaigns side 
by side may well suggest a solution for one 
of the most pressing problems of civiliza- 
tion. 

The difficulty in determining the value of 
such a campaign is incident to the fact 
either that venereal diseases are not report- 
able, or where reportable the law is honored 
in the breach, and this is universally so. 
Our inferences regarding the importance of 
educational plus rational health measures 
are based on army experience. Army ex- 
perience is not applicable wholly or at times 
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even in part to civil communities. It re- 
mains to be seen whether or not the imme- 
diate treatment, or self-disinfection, as 
Fraser calls it, will attain the far-reaching 
results which rationally can be expected 
from it. 

To be serviceable the packages must be 
supervised so thoroughly that each one is 
potent and not unduly irritating. They 
must be applied strictly in accordance with 
directions and they must be applied shortly 
after exposure. That these three conditions 
will be met universally is too much to 
expect. It seems reasonable to hope that a 
large number, perhaps the ‘majority, of 
those who expose themselves will take ad- 
vantage of the means proposed by which 
disease may be avoided. The method urged 
by Dr. Fraser and adopted by the Health 
Department of the Borough of Portsmouth 
has for many months been one of those 


formally indorsed by the State of Pennsyl- 
vania. : 
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PARENTERAL PROTEIN TREATMENT 
OF ARTHRITIS, AND MILK 
INJECTIONS. 

SCHULMAN, in the Medical Record of 
July 10, 1920, states that the intramuscular 
injection of milk gives as good therapeu- 
tic results as does the intravenous injection 
of various proteins, suitable for intravenous 
administration, in arthritis. It would seem, 
however, obvious that the intramuscular 
method should be preferred for its sim- 
plicity, greater safety, and ready availability 
of the antigen. Veins need not be repeated- 
ly punctured. The reaction following the 
intramuscular milk injections is less violent. 
He has given this treatment to some pa- 
tients who had had their arthritis for many 
months and been much enfeebled, with 
surprisingly good result, considering the 
conditions, and with no dangerous symp- 
toms as a consequence of the treatment. 
He recalls the case of an old woman of 
seventy-three, who had had all local foci 


of infection cleaned up, but whose chronic 
infectious arthritis continued (over two 
years), being markedly improved by this 
treatment. This senile, emaciated, and 
much-worn patient responded to the injec- 
tions with the most marked reaction in his 
experience, yet was able and willing to 
stand a half-dozen injections. 

This treatment is properly applicable to 
all forms of infectious arthritis, including 
acute polyarticular rheumatism, but in his 
experience gives the most brilliant results 
in gonorrheal cases. Any one who has 
had experience with gonorrheal arthritis 
knows how resistant these cases are to all 
the older methods of treatment. It is un- 
necessary to dwell on this at length, and 
no amount of talking will be as convincing 
of the marked superiority of the method he 
is urging as will a personal trial of it. He 
makes it clear that his advocacy of this 
method is not meant to be to the exclusion 
of other unharmful, adjuvant treatment. 
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Obviously, primary foci of infection about 
teeth, tonsils, etc., should be cared for. 
Proper splints, local heat, baking, com- 
presses, diathermia, etc., may aid,, and 
should not be neglected. In chronic, long- 
standing cases adhesions will not be re- 
solved by this therapy, but these cases 


‘should be given the proper mechanical 


treatment as soon as the injections have 
reduced the persisting infectious process. 
In regard to gonorrheal cases he empha- 
sizes the fact that the urethral process 
should generally be given the very minimum 
of local treatment. He has preferred to 
omit everything but the oral administra- 
tion of urotropin in these cases, and has 
repeatedly seen the urethral discharge dis- 
appear and urine clear up, down to the 
stage of shreds, during the period of milk 
injections, and, he firmly believes, as a con- 
sequence of the milk injections. When all 
inflammatory processes in joints, urethra, 
prostate, etc., have disappeared, the residual 
urethral peeling may then be treated by 
approved local measures. When he can say 
that with these measures he has seen a 
gonorrheal knee of six weeks’ duration, plus 
the associated urethritis, clear up after four 
injections, given in the course of-one week, 
to a point where the urine that was for- 
merly purulent became clear and contained 
only a few shreds, while the knee was com- 
pletely cured so that the leg could be fully 
flexed on the thigh, and the patient walk 
with comfort and without a cane, he feels 
justified in enthusiastically recommending a 
trial of the method. 

He then briefly outlines the symptoms 
that have been noted to follow the paren- 
teral injection of foreign protein. This 
holds for all forms of this treatment, but 
the symptoms following the intramuscular 
injection of cow’s milk are seemingly less 
marked in degree. 

Within one-half to two hours following 
an injection the patient has a chill or chilli- 
ness of varying degrees of severity and 
varying duration. This is soon followed by 
a rise of temperature. Temperatures as 
high as 107° F. have been noted (and in 
some pneumonia cases as high as 109°). 


This hyperpyrexia must be taken into con- 
sideration as in itself a possible factor in 
the cure of the infection. Rolly and 
Meltzer in 1908 concluded that high tem- 
peratures have a favorable influence on 
infections. This factor may be especially 
significant in gonorrhea, for the gonococcus 
will not continue to grow at temperatures 
of 102° F. The “fever treatment” of 
gonorrheal vulvovaginitis described by 
Ylppo is very interesting in this connection. 

A profuse sweat is apt to follow the 
fever. There is generally accompanying 
headache, sometimes very severe, but in 
most of his own cases rather mild. Back- 
ache, generalized pains in limbs and ab- 
domen, nausea, vomiting, and sometimes 
diarrhea, are not infrequent. The local 
process in the joints is temporarily aggra- 
vated, as noted especially by increase in 
local pain, and less noticeably by increased 
swelling and redness. After the disappear- 
ance of the chill a leucocytosis appears. 
This has been found as high as 75,000, but 
usually is a good deal lower. The increase 
is largely in polynuclear neutrophiles. It is 
to be noted that there is no eosinophile .in- 
crease. At the end of twenty-four hours 
the leucocytes are back to normal. 





THERAPEUTIC USE OF OXYGEN. 


RupotF, in the American Journal of the 
Medical Sciences for July, 1920, states that 
if oxygen be properly given there is no 
doubt of its value in suitable cases. He 
says “properly given,” for if the adminis- 
tration consists in merely holding a funnel 
connected with the oxygen tank in front of 
the patient’s face then the results will 
naturally be nil. In this way one cannot 
raise the oxygen in the alveolar air by more 
than 2 per cent, and, further, the patient 
probably objects to the apparatus, which 
interferes with his normal breathing. When 
the oxygen is given by the tube in a nostril 
great relief can usually be given. During 
the epidemic of influenza and pneumonia 
in England last year he frequently saw 
military patients who were breathing badly 
and cyanosed (even although being treated 
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in the open air) improve visibly in a few 
minutes under this form of administration. 
Not ‘only does the cyanosis lessen or dis- 
appear and the breathing tend to become 
slower and deeper, but again and again he 
has heard the patients express their great 
satisfaction at the relief given, and in such 
a definite disease as pneumonia the sub- 
jective improvement is of much signifi- 
cance and value. In some cases the 
cyanosis is relieved and yet the breathing 
remains rapid, while in others the opposite 
is the case; but in most instances the 
cyanosis is lessened and the respiration 
slows. Thus in a patient insufflated re- 
cently by the Meltzer method the respira- 
tion fell from 82 to 18, and the slight 
cyanosis from which he suffered remained 
practically unaltered. If the pneumonic 
patient is having much pleuritic pain he will 
often say that the oxygen has relieved it. 
Rudolf thinks that the slowing of the 
breathing accounts for this. 

It may be objected that oxygen insuf- 
flation is only symptomatic treatment and 
that the patient will soon relapse, but very 
often he may not do so for hours or not at 
all, and the treatment can always be re- 
peated as required. As Haldane says: “It 
may be argued that such measures as the 
administration of oxygen are at the best 
only palliative, and of no use, since they do 
not remove the cause of the pathological 
conditions. As a physiologist I cannot 
agree with this reasoning. The living body 
is no machine, but constantly tending to 
maintain or to revert to the normal, and the 
respite afforded by such measures as the 
temporary administration of oxygen is not 
wasted but utilized for recuperation.” It 
is pleasant to read such belief in the vis 
medicatrix nature from such an authority. 
Meltzer thinks that many patients have the 
power of storing oxygen in their tissues. 
This is not, he believes, accepted by phy- 
siologists, but the fact remains that the 
improvement after oxygen insufflation is 
usually very persistent. 

In conclusion, it may be urged that 
oxygen should be employed in all serious 
cases of anoxemia and that its administra- 


tion should not be delayed and only used 
as a dernier ressort, but should be employed 
early, before the vital tissues have been 
much damaged by the want of oxygen. 

In concluding his contribution Rudolf 
says: 

1. Oxygen is of value whenever a state 
of anoxemia exists. This is universally 
recognized in cases of mountain sickness 
and sickness from high flying, and in pois- 
oning by CO, nitrites, and arseniuretted 
hydrogen, and also in the effects of enemy 
gas. 

2. For the same reasons oxygen should 
be tried in all cases of cyanosis, and also 
in acute respiratory conditions, such as 
pneumonia, when anoxemia threatens. 

3. The ordinary method of giving oxygen 
by holding a funnel connected with the 
oxygen cylinder near the face of the patient 
is practically useless.- 

4. A better method than this is to give 


“the gas through a rubber tube inserted into 


one nostril, and this may be made more 
effectual if the opposite nostril be rhyth- 
mically compressed during inspiration, the 
mouth, of course, being kept closed. 

5. The oxygen chamber is a very effec- 
tual way of giving oxygen, especially in 
chronic cases, but it involves much expense 
and care. 

6. An extremely useful and effectual ap- 
pliance for the administration of oxygen is 
Meltzer’s apparatus for oral insufflation. 

Finally Rudolf notes that in the British 
Medical Journal of March 6, 1920, Meakins 
shows that the arterial blood of the normal 
individual is nearly 5 per cent “under- 
saturated” with oxygen, while in pneu- 
monia the “undersaturation” may amount 
to nearly 18 per cent. By giving oxygen 
with the Haldane apparatus he was able to 
reduce the degree of undersaturation in the 
normal to one-half and in the pneumonic 
individual to just over 3 per cent. In other 
words, by the use of the method Meakins 
increased the oxygen content of the blood 
of the cyanosed pneumonic person to above 
that of the normal individual. No better 
evidence than this could be needed of the 
value of oxygen inhalation in anoxemia. 
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THE TREATMENT OF NEPHRITIS. 


MacLean and Russe t in the Lancet of 
June 19, 1920, state that apart from the 
question of general treatment the dieting of 
patients suffering from nephritis has always 
been perplexing and difficult. Recently, 
however, Epstein suggested that patients 
suffering from marked edema or ascites 
resulting from parenchymatous nephritis 
should receive a liberal protein diet. He 
claimed that this treatment resulted in a 
complete disappearance of the dropsy in 
many cases. This observation has been 
substantiated by many observers, and it is 
now generally admitted that an increase in 
protein diet is indicated in cases of paren- 
chymatous disease in which dropsy plays 
a prominent part. In such cases the disap- 
pearance of the dropsy which often follows 
the change in diet is not accompanied by 
any definite beneficial change in the renal 


tissue. The amount of protein excreted in. 


the urine is as large as ever, but the 
patient’s general comfort is so greatly in- 
creased that he passes from a life of acute 
suffering to one of comparative ease. This 
disappearance of the dropsy which so often 
results from an increased protein intake has 
been explained by Epstein on the supposi- 
tion that the lowered plasma protein con- 
tent is increased, and that consequently a 
greater osmotic pressure is exerted in the 
circulatory system. This increased pressure 
attracts fluid from the tissues to the blood 
stream, and this fluid is in turn thrown out 
by the kidneys. 

Even if we assume that an increased 
protein diet does really increase the plasma 
protein in such cases, it is difficult to under- 
stand why this should result in a disappear- 
ance of the edema. On theoretical grounds, 
indeed, it might possibly be argued with 
equal force that the result would be an in- 
crease in the edema. Estimation of the 
plasma protein, however, in several cases of 
parenchymatous nephritis did not indicate 
any increase as the result of protein feed- 
ing, yet in all these cases the dropsy disap- 
peared. Since this disappearance was 


always associated with an increase in the 


blood urea it seems almost certain that the 
increased excretion of urine in such cases 
was due to the ‘diuretic action of the’ urea 
in the blood. 

The fact that increased concentration of 
urea in the blood accompanies the clearing 
up of the edema suggested that possibly 
urea itself might act in the same way. To 
test this they have given large doses of urea 
to several patients with marked ascites and 
edema, with the result that in each case the 
dropsy gradually disappeared. It is hoped 
to publish details later, and in this connec- 
tion it is only necessary to remark here that 
the treatment, to be successful, must be 
persevered with for several weeks or even 
longer if necessary. Thirty grammes or 
more of urea may be given per day. They 
generally give two doses of 15 grms. dis- 
solved in a little water every twenty-four 
hours. Soon the amount of urine passed 
increases greatly and may be double or 
treble the ordinary amount. In one case in 
which this treatment was tried the patient 
(a female) was absolutely water-logged, 
and it would be difficult to imagine a more 
intense edema and ascites than she exhib- 


“ited. After a month of urea treatment she 


began to improve, and in three months was 
quite free from dropsy. She then left the 
hospital and stopped taking urea. In about 
a month she returned suffering from both 
edema and ascites, which were almost as 
marked as at the beginning. After a fort- 
night on urea this cleared up entirely. She 
was watched for some time and the urea 
gradually cut off. She is now quite free 
from edema and ascites, although she has 
had no urea for several months. 

Probably the most dangerous variety of 
chronic kidney disease is that of paren- 
chymatous nephritis accompanied by well- 
marked edema and ascites. The tissues be- 
corhe water-logged, and unless relief is 
obtained the heart and lungs become em- 
barrassed, and the patient dies, we might 
almost say, from-drowning. Although the 
treatment mentioned above may often suc- 
ceed in removing the dropsy the renal con- 
dition is not influenced, and the proteinuria 

















remains as marked as ever. Though the 
patient is not cured it is most important to 
relieve the dangerous dropsical condition, 
for in the rare cases that survive there 
seems to be a tendency to pass from the 
stage in which edema is one of the most 
distressing symptoms to one in which the 
symptoms represent those of chronic in- 
terstitial nephritis. When this stage is 
_ reached the immediate danger to life is 
much less and the patient may live in com- 
parative comfort for many years. It is thus 
most important to prevent the ill effects of 
excessive water-logging of the tissues by 
all means in our power, for if we succeed 
in keeping the patient alive for some time 
and get rid of the edema by appropriate 
treatment it is reasonable to expect that the 
condition will change, and the tendency to 
edema with its immediate danger to life 
will in many cases gradually pass over. 
There does not seem to be any theoretical 
objection to giving protein or urea in large 
amounts to parenchymatous cases in which 
there is no retention of nitrogenous 
products in the blood. In interstitial cases 
in which such retention tends to be more or 
less well marked, it is generally considered 
that protein, especially in the form of meat, 
is, on the whole, contraindicated. There is, 
however, no proof whatever that protein 
acts detrimentally even in advanced in- 
terstitial nephritis, but on general princi- 
ples it is probably best in the present state 
of our knowledge to limit the intake of 
protein in patients showing marked reten- 
tion of nitrogenous products in the blood. 
This appears to be the general practice, and 
it is no doubt a good one. On the other 
hand, it seems quite certain that milder 
cases of interstitial nephritis are not bene- 
fited by very strict dietetic limitations. It 
is customary for many medical men to 
order a very strict regimen very low in pro- 
tein content in many cases in which the 
renal condition is by no means bad. At 
present many hundreds of men who con- 
tracted nephritis on military service, and 
who still show some albuminuria, are really 
suffering far more from the effect of low 
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diet than from their renal disease. In the 
course of the last few months the authors 
have seen a large number of such cases in 
connection with nephritis work being car- 
ried out for the Ministry of Pensions. As 
the result of very many observations they 
are convinced that, in general, patients suf- 
fering from interstitial nephritis of mod- 
erate severity should be allowed a fairly 
liberal diet in which protein need not neces- 
sarily be cut down to any great extent. In 
very severe cases it is probably best to de- 
pend chiefly on carbohydrate food. The 
whole question of the effect of protein diet 
in kidney disease still requires much investi- 
gation, but it is certain that the custom of 
feeding patients practically on slops for 
long periods does more harm than good. 





SUBCUTANEOUS INJECTIONS OF 
CAMPHOR. 

GorMAN, of the Royal Army Medical 
Service, in a letter to the editor of the 
British Medical Journal of June 19, 1920, 
writes: 

It may be of interest to record that, in a 
certain large stationary hospital in France 
during the severe influenza epidemics, I 
gave, almost as a routine, intramuscular in- 
jections into the gluteal region of camphor 
in oil, 5 grains in 15 minims, every four 
hours without untoward results in a single 
instance. In selected cases—for example, 
in cases of influenzal pneumonia where the 
physical signs varied from day to day—I 
am convinced that the intramuscular injec- 
tion of camphor in oil, 5 grains, proved of 
the greatest value, and in many cases in 
which the toxemia was not too intense and 
the heart required that little bit more of 
stimulation to pull the patient through the 
crisis, this method of treatment was the 
means of saving life. 

In cases with definite signs of impending 
heart failure I have given 10 grains in one 
injection, with marked beneficial results on 
the pulse both in tension and rate. Fifteen 
minutes to half an hour usually elapsed 
before the heart responded to the camphor, 








712 


and the effects lasted from three and a half 
to four hours after injection. There is no 
other cardiac stimulant to my knowledge 
which can produce such marked and pro- 
longed stimulation from one dose. 

It is important to plunge the needle up 
to the hilt and inject very slowly, withdraw- 
ing very gradually at the same time, which 
usually avoids pain from pressure. The 
pain may be severe at the site of injection 
if this is given too quickly. Parke, Davis 
& Company, and one or two other manu- 
facturing chemists, have always had am- 
poules containing 1% and 3 grains of 
camphor in sterile olive oil. It is easy to 
make one’s own preparation by dissolving 
the camphor in ether before mixing with 
the sterile oil. Should the camphor not be 
‘dissolved first of all, it precipitates out 
when the oil cools. 





ROENTGEN THERAPY. 


SPENCER, in the Charlotte Medical Jour- 
nal for June, 1920, states that in goitre of 
the exophthalmic type, or hyperthyroidism, 
the results are so encouraging under this 
method of treatment that it is only fair to 
the patient to use the x-ray before con- 
sidering operative procedures, and par- 
ticularly so since so many of th@® cases 
are very poor surgical risks. cGuire 
says: “Operations for exophthalmic goitre 
are always attended by some risks, and 
occasionally the hazard is so great that, in 
the opinion of some surgeons, the work 
should not be attempted.” Again in the 
same paper he states that “for the future, 
in the treatment of these patients, I will 
rely more on the effects of the x-ray than 
on any other one factor, save rest.” An- 
other surgeon has expressed the opinion 
that it did not seem rational treatment to 
remove a gland because of hypersecretion, 
particularly if there is an agent which will 
lessen or stop this oversecretion. 

Grier reports cures in the cases treated 
of approximately 90 per cent, and recom- 
mends classification for treatment as fol- 
lows: Mild or simple hyperthyroidism may 
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be treated medically or by Roentgen ray— 
these cases usually occurring at or near 
adolescence. In acute exophthalmic goitre 
Roentgen treatment is the most satisfactory. 
Medical treatment is inadequate and sur- 
gery unnecessary, and sometimes dangerous. 
In the chronic type the choice lies equally 
between roentgenization and _ operation. 
When hyperthyroidism develops on an old 
goitre surgery is the proper treatment. 

Because of their intimate relationship and 
the fact that better results have been ob- 
tained by so doing, it is customary to direct 
the rays over the thymus as well as through 
the thyroid. Many writers even claim that 
some of these cases are caused by a hyper- 
trophic and hypersecreting thymus. By 
the Roentgen treatment of these cases it is 
believed that a sclerosis is produced with a 
lessening of the glandular activity, and as 
the hypersecretion lessens we begin to see 
improvement in the nervous symptoms and 
the general health of the patient, then a 
gradual reduction in the pulse rate. Spencer 
has seen the pulse-rate drop from 140 to 90 
after a few treatments and later come down 
to approximately normal. Reduction in the 
size of the thyroid gland and the amount 
of the exophthalmus comes slowly, but, if 
of recent development, may be expected. 

The results to be obtained in the careful 
treatment of these cases will compare favor- 
ably with those of any other treatment as 
yet devised, and include a lessened produc- 
tion of the toxic secretion of these glands 
and thereby improvement in the general 
health of the patient, relief from nervous- 
ness, and lowering of the pulse-rate. He 
believes that it is essential to combine with 
this method proper diet, if we éxpect to 
obtain the best results in the largest number 
of cases. Badly infected teeth or tonsils or 
other foci of infection may be present and 
should receive proper care, as a more rapid 
improvement is usually noted after such 
attention. 

The Roentgen rays were first used in the 
treatment of uterine fibromata, idiopathic 
uterine hemorrhages, etc., in Munich in 
1904 by Deutsch, and in this country by 

















Pfahler of Philadelphia in 1906, since which 
time numerous roentgenologists have used 
this method with marked success. In the 
treatment of uncomplicated uterine myo- 
mata it is believed that we can obtain be- 
tween 90 per cent and 100 per cent cures by 
this method. 

Grier states that the circulation of the 
uterus being influenced by the activity of 
the ovaries, the depressant action of the 
rays upon those organs is probably largely, 
if not altogether, responsible for the good 
results obtained. Albers-Schoenberg be- 
lieves the tumor itself is affected, the 
embryonal cells being destroyed and an 
endarteritis in the numerous blood-vessels 
of the tumor mass being brought about. 
There seems to be little question that both 
are affected and have bearing on the results, 
since Pfahler of Philadelphia, Stern of 
New York, and one or two others have 
treated cases with satisfactory results in 
which pregnancy later occurred with births 
of normal children. Pfahler’s case was 
treated by protecting the ovaries while 
treatment was directed toward the growth, 
demonstrating that there is definite action 
on the tumor itself. 

Indications, therefore, for treatment by 
the Roentgen ray are: well-advanced 
anemia, organic heart disease, diabetes mel- 
litus, chronic nephritis, lung disease, and 
goitre with heart symptoms; all patients 
beyond forty in whom there is no contra- 
indication ; young women in whom it would 
be necessary to do a hysterectomy in order 
to remove the growth. 

The contraindications are small peduncu- 
lated tumors, in young women healthy 
otherwise, which can be excised without 
destroying the reproductive powers of the 
patient; when tumors are complicated 
by malignant degeneration or are begin- 
ning to become necrotic; when associated 
with disease of the adnexa, or when the 
patient’s condition is such that the danger 
of an operation is less than that of a delay 
of six or eight weeks, which would be 
necessary to obtain results. 

His experience and that of a number of 
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other roentgenologists would suggest the 
following conclusions: 

Deep Roentgen therapy stops the hemor- 
rhage caused by uterine fibroids, which is 
followed by a gradual disappearance of the 
tumor. 

The treatment of metropathic hemor- 
rhage is practically always successful. 

Uterine hemorrhage occurring at or near 
menopause, when not due to malignancy, 
will usually disappear quickly. Spencer 
asserts that Roentgen therapy is unques- 
tionably a most valuable aid to the gynecolo- 
gist, but should be administered by the 
roentgenologist—the two working in coop- 
eration. 





ACTION OF CHLORETONE ON ANIMAL 
TISSUE. 

AvpricH and Warp in the Journal of 
Laboratory and Clinical Medicine for June, 
1920, reach these conclusions: 

1. Chloretone in saturated aqueous solu- 
tion exerts a definite bacterial action at 
all temperatures. 

2. Chloretone in saturated aqueous solu- 
tion prevents the development of the com- 
mon molds. 

3. Chloretone solution is not suitable as 
a fixative for histological materials. 

4. Chloretone in saturated solution, while 
acting as a bactericide, does not inhibit 
autolytic action as evidenced by histologic 
findings. 

5. Chloretone solution is a desirable 
agent for preserving glands and gland ex- 
tracts from which the active principles are 
to be obtained. 





MODERN TREATMENT OF CORNEAL 
ULCERS. 

REICHE, in the Pennsylvania Medical 
Journal for June, 1920, states that about 
three years ago Prince of Springfield 
evolved the happy idea of “pasteurization,” 
and with it revolutionized the treatment of 
corneal ulcer. At this time he had on his 
hands an especially stubborn case that was 
resisting all the accepted forms of treat- 
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ment, and gladly did he reach out for this 
promised help. The results exceeded all 
expectations, and since then he has kept 
his irons in the fire, lying in wait for 
corneal ulcers. 

Pasteurization has an advantage over 
medicinal agents in that it destroys all 
pathogenic organisms, and the surgeon, 
when he has made a clinical diagnosis, is 
not put to the trouble of determining by 
laboratory methods whether he is dealing 
with a pneumococcic, streptococcic, or a 
mixed infection in order to employ the 
proper medicament. 

An elaborate pasteurizer is unnecessary ; 
in fact, simplicity is the key-note of suc- 
cess, the simplest and best form being a 
piece of. metal with a bulb end, which may 
be heated in a spirit lamp. A large bulb 
will contain too much heat and cause the 
patient to become apprehensive. He has 
been using a piece of steel about 6 inches 
in length with a ball end the size of a small 
pea. This will not exert its heated influence 
over the non-infected area, and must of 
course be frequently reheated. This latter 
is an advantage, as otherwise the operator 
in his zeal might cook the corneal epi- 
thelium and cause permanent roughness of 
its surface. The heated bulb should be 
brought to within one-eighth of an inch of 
the ulcer and carried slowly around its 
margin for approximately thirty seconds; 
the instrument is then reheated. This pro- 
cedure is repeated several times. The best 
and most rapid results are attained if these 
applications are made at least twice daily 
by the surgeon himself. A drop of cocaine 
may be instilled before using the pas- 
teurizer, though complete anesthesia is in- 
advisable as it dries the corneal epithelium, 
which, in the presence of heat, may bring 
about a harmful result. 

Atropine of at least 4-per-cent strength 
is always indicated, because of the ever- 
present iritis, and for the first few days it 
is advisable to employ a simple bichloride 
ointment and a bandage or pad to prevent 
the irritation engendered by constant 
winking. ‘ 


As many of Reiche’s ulcer cases are the 
result of mine injuries among the so-called 
foreign element of the population, it is 
necessary to issue the strictest injunctions 
against the use of tobacco and alcohol dur- 
ing the period of treatment, for it has been 
found that these greatly retard the process 
of recovery. 

In conclusion it may be added that the 
treatment above outlined has resulted in a 
more rapid recovery with better visual re- 
sults and greater freedom from pain than 
the former treatment with high-powered 
therapeutic agents. 





X-RAY TREATMENT OF EXOPHTHAL- 
MIC GOITRE. 

In the Illinois Medical Journal for June, 
1920, Huseny states that the symptoms of 
hyperthyroidism vary somewhat in type as 
well as in intensity and need not necessarily 
be proportionate to the size of the thyroid 
gland. There are all grades of hyper- 
thyroidism, varying from a typical case 
with all the classical symptoms to a case of 
simple nervousness, characterized by slight 
muscular tremor, moderate cardiac irrita- 
bility, little or no exophthalmos, with little 
or no enlargement of the thyroid. 

Laboratory methods, such as the deter- 
mination of basal metabolism and hyper- 
glycemic tests, serve as determinants of 
exophthalmic goitre, bearing a similar ex- 
actness as does the Wassermann test to 
syphilis. Lastly, but not least, is the appli- 
cation of a therapeutic test, when a remote 
possibility of exophthalmic goitre is enter- 
tained. By this is meant the application of 
roentgenotherapy and noting results. The 
great virtue in doing this is its harmless- 
ness and the occasional surprising curative 
results. 

The transitory symptoms produced by 
changes in the thyroid may not be due to 
hyperthyroidism or to hypothyroidism, but 
rather a dysthyroidism (Janney). This 
should make it apparent that an excision of 
part of the thyroid gland or treatment by 
radiation requires considerable judgment. 


























Animal experimentation has shown that 
there is superabundance of the glandular 
element of the ductless glands, with a wide 
range of functional activity, often permit- 
ting the removal of a large portion of the 
gland without apparent loss to the system. 
It has been estimated a child needs at least 
one-third of the thyroid, while the adult 
may maintain perfect health with one-sixth 
of the gland. 

The adolescent goitre accompanied by 
toxic symptoms is amenable to roentgeno- 
therapy with no untoward results. Medical 
and surgical treatment are sometimes’ con- 
sidered with reluctance because of the 
dangerous possibilities and also because 
they tend to get well spontaneously. 

However, it is impossible to prognosti- 
cate the ultimate result in after years, for 
C. H. Mayo has stated that “such glands 
are subject to degeneration—fibrous, cystic, 
or calcareous.” 

Boggs treated such cases twelve years 
ago and states that up to the present time 
none of these have shown evidences of de- 
generation. 

The writer has practiced two techniques: 

(1) Interrupterless machine ; broad focus 
Coolidge tube; parallel spark-gap 9 inches; 
the rays filtered through 4 mm. of alumi- 
num and 1 mm. of leather. The skin 
focus distance was 8 inches. Three areas 
were treated at each sitting, each area re- 
ceiving two-thirds of an erythema dose. 
Areas treated: (1) right half of goitre; 
(2) left half of goitre; (3) thymic region. 
This constitutes one treatment. Repeat in 
three weeks. 

Give such treatments, then stop for three 
months; this is considered one series. 
Then give a second series. If necessary a 
third series may be given after waiting 
three months. 

(II) Interrupterless machine; broad fo- 
cus Coolidge tube; 9-inch parallel spark- 
gap; 4 mm. of aluminum filtration, 1 mm. 
of leather filtration; skin focus distance 14 
inches ; sittings 3 to 6. Six areas: (1) right 
anterior thyroid; (2) left anterior thyroid; 
(3) right anterior thymus; (4) left anterior 
thymus; (5) right posterior cervical gang- 
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lion area; (6) left posterior cervical 
ganglion area. Dose, one-half erythema 
over each area. The same frequency of 
repetition as technique I applies. The 
technique as given in II is one of choice 
when patient is not highly toxic, permitting 
a gradual recrudescence of symptoms with 
less tendency toward recurrence. The 
areas over the cervical ganglia are included, 
based on the observations of Cannon that 
stimulation of these centers causes secre- 
tory activity in the thyroid; conversely the 
effect of the x-ray seems to inhibit their 
action. 

Supporting Cannon’s claims are the op- 
erative results of Schwartz, who practiced 
bilateral resection of the sympathetic 
nerves with some good results. 

If for any reason, such as cardiac debil- 
ity or marked thyrotoxicosis, immediate 
results are desired, technique I is to be 
employed. 

If operative interference becomes neces- 
sary it is desirable to give an intensive 
course several weeks prior to operation. 

Some claims have been made that 
changes in the capsule interfere with the 
removal of the gland; this, however, has 
been refuted by the experiences of Ludin, 
Holmes, and others. 

The earlier the cases receive treatment 
the sooner their response to roentgeno- 
therapy. 

The favorable signs are the abatement of 
the nervous symptoms, gain in weight, 
slowing and stabilizing of the pulse, with a 
lessening or disappearance of exophthalmos 
in about 40 per cent of the cases. The 
goitre may or may not decrease in size. 

In ambulatory cases no interference with 
the daily occupation is necessary; in 
marked thyrotoxicosis régulation of diet 
and rest, both physical and mental, are 
essential. 

All foci of infection should be removed, 
especial attention being paid to the teeth. 

Some of the undesirable and dangerous 
possibilities are hyperthyroidism, telangiec- 
tasis, and atrophy of the regions treated. 
These patients are particularly susceptible 
to atrophy and telangiectasis, and as the 
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majority are young women’ the resulting 
disfigurement (when it does occur) is of 
considerable import. These changes are 
more liable to occur when unfiltered rays 
are used or repeated erythema produced. 

The first treatment may increase the tox- 
emia to a dangerous degree. To guard 
against this, start with small doses and pre- 
cede same with rest in bed. Where surgery 
has been employed but no complete cure 
effected, great caution should be used, as the 
danger of hypothyroidism is then greater. 

Treatment should not follow operation 
too soon and should not be prolonged. 





DEFICIENCIES IN OUR METHODS FOR 

THE TREATMENT OF CHRONIC 

NEPHRITIS. 

In the Journal of the American Medical 
Association of June 12, 1920, CurisTIAN 
admits that deficiencies in knowledge as to 
the etiology and pathology of chronic 
nephritis and associated vascular lesions 
handicap our treatment. Treatment is 
largely symptomatic and based on such 
knowledge as we possess of renal function. 
Preventive treatment is very unsatisfactory. 
In treating chronic nephritis we aim: (1) 
to stay the progress of the lesion; (2) to 
remove edema; and (3) to prevent the 
formation and combat the effects of toxic 
substances. To stay the progress we seek 
to prevent infections, and by dietary re- 
strictions to decrease renal work and so 
afford physiological rest and opportunity 
for repair. The latter seems a rational 
procedure, but we need much knowledge 
for a basis of determining the optimum for 
a prolonged intake of water, salt, and pro- 
tein. To remove edema, we restrict salt 
and fluid intake’ and increase elimination ; 
but very little is known as to the cause of 
edema, and hence treatment is handicapped. 
Increased elimination by diuretics rarely 
succeeds when a renal lesion causes edema. 
Elimination by sweating and catharsis is 
slow, but may succeed. Mechanical re- 
moval is effectual, but temporary. To pre- 
vent toxic manifestations, we reduce pro- 
tein intake; to combat them, we increase 
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elimination by diuresis, diaphoresis, cathar- 
sis, and bleeding. Bleeding is the prompt- 
est and most effectual method of elimina- 
tion of toxic substances. F 





ARTERIAL HYPERTENSION ASSO- 
CIATED WITH ENDOCRINE 
DYSCRASIA. 

ENGELBACH, in the Journal of the Amer- 
ican Medical Association of June 12, 1920, 
states that the treatment depends on the 
treatment of internal secretory dyscrasia, 
with which this abnormal hypertonus is 
associated. The general indications for 
treatment are merely those of correcting, if 
possible, the disturbed internal secretory 
balance. If this can be accomplished, in 
the majority of cases the blood-pressure 
will be very much reduced, and frequently 
return to and remain within normal limits. 
It can readily be understood that the treat- 
ment for these cases is entirely different 
from that directed toward nephritic or 

arteriosclerotic hypertension. 

The low protein and salt-free diet, as 
ordinarily recommended for these condi- 
tions, has no basis in the majority of cases. 
Increased elimination, ordinarily applied 
to the nephritic cases, is also frequently 
contraindicated. It has been noted, in 
some of these cases, that the drugs which 
appear to be absolutely contraindicated in 
other types of arterial hypertension, on -ac- 
count of their vasoconstriction effects, are 
really applicable and effective agents. For 
instance, pituitary extract (hypophysial 
posterior lobe extract) has been demon- 
strated actually to reduce the blood-pres- 
sure in pituitary hibernation, probably on 
account of its effect on the carbohydrate or 
fat metabolism, which is the basic fault or 
cause of the arterial hypertension in these 
cases. Adrenalin, on account of its hor- 


mone effect on the gonads, might also be 
indicated in the menopause or gonad types. 
In the hypersecretory cases, such as hyper- 
thyroidism and. hyperpituitarism, surgery 
might even play a role in an attempt to 
relieve the high blood-pressure. This is an 
instance in which arterial hypertension 
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itself would not be a contraindication to a 
surgical operation, provided the diagnosis 
is sufficiently clear to prove that the in- 
creased secretion from these glands is its 
sole cause. 





IODINE DISINFECTION. 


The Lancet of June 5, 1920, writing edi- 
torially on this subject, says the efficiency 
of disinfection of the skin with iodine has 
recently been the subject of painstaking 
investigations by Seedorf, a countryman of 
Rovsing, whose criticism of this popular 
method of disinfection has done much to 
prevent its acquiring the unimpeachable 
security of stereotyped orthodoxy. Rov- 
sing’s indictment, it may be remembered, 
was supported by cases in which tetanus or 
gas phlegmon developed in spite of pre- 
operative treatment of the skin with iodine. 
Seedorf’s investigations were made both in 
vivo and in vitro. With regard to the 
latter, he found that iodine (0.1 per cent) 
in an aqueous solution of potassium iodide 
kills staphylococci’ in one minute, but 
tetanus spores only after two hours. This 
disinfectant action of iodine increases with 
the strength of the solution only up to a 
certain point; its maximum efficiency is 
exhibited by a one-per-cent solution. In 
confirmation of earlier investigations it 
was found that, though alcohols readily 
kill the ordinary bacteria, their action on 
the spore-forming group is very slight, 
whereas that of iodine is much more effec- 
tive. 

The effect of iodine on the skin was 
studied on rats’ tails as well as on human 
skin. It was noted that the disinfectant 
action of iodine on a rat’s tail was not 
checked by previous washing with soap and 
water, and this was so whether the skin 
was still moist or not after washing. The 
same observation was made on the human 
skin, and this point is the more interesting 
as some advocates of iodine disinfection 
have insisted on dryness of the skin being 
an essential preliminary to the application 
of iodine. 

Seedorf made a series of interesting 
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comparative investigations into the effect of 
iodine sterilization as practiced in three 
different surgical departments. All used a 
five-per-cent solution of tincture of iodine, 
but the ritual differed in the various de- 
partments according to the inclination of 
each surgeon and the urgency of the opera- 
tions. At the beginning of each operation 
a piece of skin, which had been treated 
with iodine, was excised and submitted to a 
bacteriological examination. Although the 
skin was found to be sterile only in 42 per 
cent, healing by first intention was effected 
in 90 per cent of the cases in which drain- 
age was not maintained. In 3 per cent 
abscesses formed in the operation wound, 
and stitch abscesses in 7 per cent. In all 
these postoperative septic cases the excised 
portions of skin yielded microorganisms. 
But in-spite of these shortcomings Seedorf 
recommends iodine disinfection, especially 
when it is preceded by mechanical cleans- 
ing, and when three paintings of iodine 
are given at intervals of five to ten minutes 
during the last half-hour before operation. 
He employs a one-per-cent solution of 
iodine dissolved in 96 per cent of ethyl 
alcohol. If timé permits there should be 
an interval of about twelve hours between 
the soap-and-water cleansing and the appli- 
cation of the iodine. In emergencies soap- 
and-water washing should be omitted in 
order that repeated applications of iodine 
may be made. 





INTRAVENOUS INJECTIONS OF CAL- 
CIUM IN TETANY AND THE INFLU- 
ENCE OF COD-LIVER OIL AND 
PHOSPHORUS IN THE RE- 
TENTION OF CALCIUM 
IN THE BLOOD. 

Brown, MacLacuian and Simpson, in 
the American Journal of Diseases of Chil- 
dren for June, 1920, in their conclusions 
state: 

1. Constitutional reactions are produced 
following intravenous injection of calcium 
lactate in 1.25-gm. doses. The degree of 
reaction varies from a slight drowsiness to 
almost complete collapse accompanied by 
dyspnea. The signs of reaction disap- 
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peared usually between one and seven 
hours; the more severe the reaction the 
longer it took the patient to recover. 

2. Intravenous injection of calcium lac- 
tate in 1.25-gm. doses produces a tempo- 
rary absence of both electrical and mechan- 
ical signs of tetany usually lasting from 
seven to ten hours. 

3. Calcium lactate injected intravenously 
apparently exerts no beneficial therapeutic 
effect unless supplemented by the adminis- 
tration of cod-liver oil and phosphorus, and 
jin this instance the reduction of the teta- 
noid symptoms is a little more rapid than 
with the employment of cod-liver oil and 
phosphorus alone. 

. 4, Cod-liver oil and phosphorus produces 

an increase in the blood calcium with a 
corresponding reduction in the mechanical 
and electrical signs, within a period of 
from ten to seventeen days. 





TRAUMATIC CATARACT. 


Park, in the Pennsylvania Medical Jour- 
nal for June, 1920, states that the treat- 
ment in traumatic cataract is medical and 
surgical. The following is the treatment 
used by his colleagues and himself at the 
Harrisburg Hospital: 

When produced by a foreign body such 
as iron or steel, it is necessary to find out 
whether it is in the eyeball or not. One 
must be positive about this, using the 
Roentgen ray to determine it, for the pa- 
tient will frequently say, “No, there is 
nothing in my eye,” and yet the Roentgen 
ray will frequently show a small foreign 
substance there. If so, it is to be removed 
with a magnet, for that is, in most in- 
stances, the only way to get it out when it 
is iron or steel. Put the patient to bed and 
order antiseptic treatment: A 1- to 2-per- 
cent atropine solution every two or three 
hours, according to the nature of the case, 
and a one-to-three-thousand sublimate so- 
lution compress kept on the eye constantly, 
with cold compresses over this. When ac- 
companied by much pain, strong dionin 
solution, or even the powder put directly 
in the eye, gives relief. When small pieces 
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of lead, copper, and brass enter the vitre- 
ous, the eyeball must invariably be re- 
moved, for, as we know, nothing can be 
done with the magnet. 

In cases resulting from mild blows or 
contusions, with resulting opacity of the 
lens, treat antiseptically with atropine and 
boric solution, and wait. Do not operate 
until it is necessary to do so. 

In cases with corneal wounds and in- 
volvement of the ciliary region, followed by 
iridocyclitis, hot compresses should at once 
be substituted for the cold. Some advocate 
subconjunctival mercurial injections, but 
Park has never had very good results with 
this treatment. In many cases of irido- 
cyclitis, the final result is a general panoph- 
thalmitis and removal of the eyeball. In 
cases with no ciliary involvement, but in- 
crease of tension and much pain, operate 
at once. 

The kind of operative measures should 
be very carefully considered. In some 
cases paracentesis will reduce tension, but 
in those with soft lens material in the an- 
terior chamber, a linear extraction is best 
up to the age of forty or fifty; but after 
that age there is often the beginning for- 
mation of the nucleus. of the lens, and in 
these cases the flap operation is the best. 

In non-penetrating wounds of the eye- 
ball, the best treatment is to keep the eye 
covered, and use a 1- to 2-per-cent atropine 
solution, cold compresses in most cases, and 
watch all accompanying symptoms, for all 
of them must be treated according to the 
symptoms that arise from day to day. One 
cannot outline any definite line of treat- 
ment. 

When the case is one of contusion, with 
no penetrating wound, and the patient not 
over forty years of age, the discission oper- 
ation is the best, but be careful that there 
is no rupture of the suspensory ligament, 
for one does not want any escape of 
vitreous into the wound. It should be 
done with one or two needles, and the 
opening into the capsule of the lens made 
very small, so as not to let much vitreous 
into the anterior chamber, as this may oc- 
casionally produce glaucoma in elderly 
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people. Sometimes it requires several op- 
erations, two to ten weeks apart. This is 
the safe method. 

Always use anesthesia in children, and 
tie their hands, so as to prevent any possible 
infection. 

In penetrating wounds of the cornea 
with hernial protrusion of the iris, replace 
it carefully ; but if it will not stay replaced, 
do an iridectomy. Generally iridectomies 
are not advisable, on account of the great 
amount of trauma already done; but Park’s 
. experience has been that it is best to excise 
any protruding iris, for in most cases that 
part of the iris has been somewhat con- 
tused, and the small amount of extra 
trauma caused by the excision is more than 
made good by the traction, the tension on 
the iris is removed, with less pain, and the 
reparative process is much more rapid.. 

In the discission operation, have the pupil 
well dilated, if possible, with atropine. 
When using two needles, use the one for 
fixing the lens. In children he has some- 
times used one, merely piercing the lens, 
rotating it slightly, and then quickly re- 
moving it, so as not to allow any escape of 
vitreous, if possible. If necessary, do an- 
other operation later on, and sometimes a 
third. It is safer to do this than to have 
too much trauma at the first operation. 

A narrow von Graefe knife has been the 
most useful in nearly all of his traumatic 
operations. 

The after-treatment is similar to all other 
cataract operations. Watch the eye care- 
fully for increased tension and symptoms 
of glaucoma. 





CONVULSIONS IN ‘INFANCY AND 
CHILDHOOD. 

WirHe_rs, in the Illinois Medical Journal 
for June, 1920, states that the treatment is 
necessarily that of the causal factor. At- 
tending a case of convulsions one should 
have in his equipment chloroform, mor- 
phine, a solution of chloral hydrate, con- 
taining a definite number of grains to the 
drachm, a soft-rubber catheter, and a hypo- 
dermic syringe. For the immediate relief 
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of the convulsion chloroform is the best 
sedative and can be used even in the 
youngest infant; likewise, the hot mustard 
bath, or preferably the mustard pack, and 
washing out the bowels with a soap and 
water enema, not a saline. These dis- 
charges should be saved to be examined 
later for parasites, foreign bodies, etc. 
After the enema, instill into the lower 
bowel the solution of chloral hydrate dis- 
solved in an ounce of milk, compressing 
the buttocks to retain it. Give 4 grains for 
six months, 6 grains for twelve months, 8 
grains for two years. Repeat in one hour 
if necessary, and anyway at intervals of 
four to eight hours until all tendency to 
spasms ceases. Chloral should act in 
twenty minutes. If it fails to do so, or if 
in the beginning the heart seems weak, 
Withers -prefers the hypodermic use of 
morphine, 1/50 to 1/16 grain according to 
age. Other routine methods are: the tak- 
ing of the temperature; ice to the head; 
noiseless room; the cleaning out of the in- 
testinal tract as soon as feasible with a 
cathartic, preferably castor oil; and a low 
diet for a few days. 

Because of its frequency and the good 
results obtained when properly managed, 
the treatment of spasmophilia deserves 
special mention. Prophylactic methods are 
of the first importance. One should be on 
the alert for the signs of latent tetany in 
bottle-fed or rachitic babies so as to ward 
off spasmophilia. This can be. accom- 
plished by an early regulation of the diet. 
Change to breast milk or, if this is not pos- 
sible, reduce the amount of cow’s milk to 
one-half or three-quarters of a liter a day 
in a child six to eighteen months of age. 
Give orange juice for the retention of the 
lime salts; likewise, add cereals and a 
vegetable soup containing greens and car- 
rots. The treatment of an existing spasmo- 
philia has to do with the control of the 
spasm by methods cited above, always 
avoiding the exciting sodium and potassium 
salts, such as salines and the bromides; a 
persistent, consecutive management of the 
interval between the attacks in order to 
maintain a proper equilibrium of the 
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mineral metabolism of the calcium and 
magnesium salts on the one hand and the 
sodium and potassium salts on the other. 
This is medical and dietetic. Give calcium 
or calcium lactate 15 grains every four 
hours. The taste can be disguised fairly 
well with an aromatic ammonia prepara- 
tion. Phosphorized cod-liver oil made up 
fresh, 1/100 grain of phosphorus to the 
drachm, should be given. Dietetically, 
little or no cow’s milk, preferably a whey- 
free mixture such as albumin milk, cereals, 
and the foods referred to under prophy- 
laxis are in order. The alkalies should not 
be given. Lastly, these cases should be 
under observation till all traces of the 
diathesis disappear as shown by the elec- 
trical reactions. 

In concluding he emphasizes the neces- 
sity of an early and definite determination 
of the true underlying etiological factor 
and the value of a persistent, consecutive 
treatment and observation of the convulsive 
child during the interim of the seizures. 





RADIUM IN CARCINOMA OF THE FACE, 
JAWS, AND ORAL CAVITY. / 

In the Journal of the Missouri State 
Medical Association for July, 1920, 
FIsCHEL states in summarizing his paper on 
this subject: 

' 1, Radium can be relied on to heal car- 
cinomatous ulcers of the face. 

2. Radium is the most efficient method of 
treatment of carcinoma of the eyelids. 

3. Radium has replaced operative treat- 
ment of carcinoma of the lower lip in a 
large percentage of cases. Tributary 
glands should be removed by open opera- 
tion. 

4. The initial dose of radium should be 
the maximum one deemed necessary for 
the complete destruction of the carcinoma. 

5. The persistent use of radiation after 
demonstrated failure of the growth to re- 
spond favorably is to be condemned. 

6. Radium has limited use in carcinoma 
of the jaws and buccal cavity. 

?. As an adjunct to surgery, radium is 
probably of very great value, as its small 
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bulk and diffuse and powerful action permit 
it to be implanted in small cavities other-. 
wise inaccessible to any method of ap- 
proach. 





DISEASES OF THE KIDNEY. 


Horper, in The Practitioner for June, 
1920, in his paper on this subject, states 
that in nephritis, arterial tension rises for 
some time before arteriosclerosis shows 
itself—a clinical observation that preceded 
the introduction of the sphygmomanometer 
by many years. Similarly, in nephritis the 
heart is affected before there are any signs 
of cardiac-hypertrophy. This heart “irri- 
tability” shows itself by shortness of 
breath, palpitation, precordial distress and 
night starts on the subjective side, and by 
arrhythmia on the objective side. These 
are functional disturbances, and they sub- 
side before any structural changes take 
place if renal adequacy is restored within 
reasonable time. 

It is a common practice to attempt to 
“flush the kidneys” in certain cases of 
nephritis in which the secretion of urine is 
diminished ; but experience does not justify 
this measure; nor does theory, for in acute 
nephritis the use of copious drinks contra- 
venes the main indication, which is to se- 
cure physiological rest of the inflamed 
organ, renal elimination of water being a 
vital, and not a mechanical, process ; whilst 
in chronic nephritis such treatment tends 
to increase edema, or to induce it if not 
already present. The time to increase the 
fluid ingested is when diuresis begins, not 
before it has commenced. 

The French have a maxim by which they 
express the urgent’ necessity of strict ad- 
herence to a diet of milk in any case of 
nephritis in which there is the least sug- 
gestion of acute uremia: Jait au mort. The 
fear of starvation is so deeply rooted in the 
English mind that it sometimes becomes 
necessary, in order to secure codperation, 
to meet this fear by arousing another of a 
worse contingency. Even when the de- 
cision to confine the diet to milk is agreed 
upon, the whole question is not settled; 
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the matter of quantity is equally important ; 
30 ounces per diem should be the limit in 
an adult, and half that quantity in a child. 
The total amount of fluid allowed should 
not exceed twice these amounts. 

The use of saltless diet in cases of renal 
edema, though it has not justified the en- 
thusiasm with which French physicians 
originally advocated it, is yet a helpful 
adjunct in treatment. 

Decapsulatidn of the kidneys in the treat- 
ment of nephritis has fallen almost entirely, 
but probably quite undeservedly, into dis- 
repute. Like many another therapeutic 
measure it was killed by its friends, who 
advocated it without sufficient forbearance. 
Its success turns upon the careful choice of 
suitable cases. Given a case of subacute 
nephritis, or a case of acute nephritis which 
is tending to become chronic, in which 
dropsy is persistent, in which structural 
cardiovascular changes are absent or are 
present only in slight degree, and in which 
thorough treatment on general lines has 
failed to establish a cure in three months— 
in such a case the operation should be 
seriously entertained. The mortality of the 
operation in such a case is very slight, and 
the results more than justify the procedure. 





TREATMENT OF CHRONIC PURULENT 
OTITIS MEDIA. 

In the New York Medical Journal of 
June 19, 1920, CaLtison states that an 
anatomical cure of chronic purulent otitis 
media cannot be said to have been effected 
until there is a complete dermatization of 
the promontory and all exposed areas, ex- 
tending up from the otitic opening of the 
Eustachian tube. To effect this a complete 
eradication of the granulation tissue is 
necessary, There must also be a destruc- 
tion of the columnar and cuboidal epithe- 
lium lining the tympanic cavity, together 
with all the mucous and serous glands 
present, with a simultaneous extension of 
the squamous epithelium from the external 
auditory canal over the exposed areas. 
This is the ideal sought in performing a 
radical mastoid operation. At the same 
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time the bacterial flora present in the mid- 
dle ear must be eliminated or reduced to a 
minimum, as epithelialization occurs most 
rapidly on sterile or near sterile surfaces. 
It is also desirable but not absolutely essen- 
tial that the otitic end of the Eustachian 
tube be healed off by adhesions and cica- 
trization, so as to completely separate the 
pharynx from the middle-ear space. This 
is what has happened in the occasionally 
seen otitis media residual. 

It has seemed to him that if this destruc- 
tion of granulation tissue could be accom- 
plished, and the middle-ear cavity treated 
with some drug that was antiseptic and at 
the same time penetrating and diffusible— 
a drug non-coagulating to proteids—it 
ought to be possible to secure a very high 
proportion of cures. As the removal of the 
granulation tissue by operative means is not 
possible, it must be done by the application 
of some drug. For this purpose a saturated 
solution of nitrate of silver is without a 
rival. It is efficient in destroying the 
granulating material with which it comes 
in contact, but does not penetrate deeply 
enough to carry any possible danger to the 
delicate structures of the internal ear. It 
should be noted in passing that the fused 
silver bead will not take the place of the 
saturated solution of nitrate of silver in 
this work. The bead of silver is efficient 
only where it can be brought into direct 
contact with the tissue to be treated. Where 
it becomes necessary to reach spaces not 
accessible to direct application, a solution 
must be used, so that it will spread later- 
ally to parts not directly reached in the 
application. 

As disinfecting agents both penetrating 
and diffusible, there seem to be four drugs 
worthy of consideration—two old ones and 
two new ones. The old drugs are phenol 
and tincture of iodine. The new ones are 
acriflavine and mercurochrome-220. Ac- 
riflavine is diaminomethylacridine chlor- 
ide, acridine being one of the coal-tar 
basic dyes, and said to be highly penetrat- 
ing and antiseptic in its qualities. Be- 
cause of these qualities it is being used in 
bladder and pelvis of the kidney infections, 
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and with some apparent success in the treat- 
ment of acute gonorrhea. Mercurochrome- 
220 is obtained by substituting an atom of 
mercury in the molecule of dibromfluor- 
escein, this latter drug being one of the 
eosin group of coal-tar dyes. It is asserted 
by the Brady Urological Institute of Johns 
Hopkins University, where it was devel- 
oped, to have the penetrability of the 
dibromfluorescein and the antiseptic quali- 
ties of the mercury. 

These drugs must all be used in a vehicle 
of fairly high alcoholic content, because of 
the tendency of aqueous solutions to stimu- 
late the formation of granulation tissue. 
The other two drugs—iodine and phenol— 
are both miscible with alcohol and dis- 
pensable in combination, and he has used 
the following prescription in these investi- 
gations: 

Tincture iodine, gtt.xv; 
Phenol, 95 per cent, gtt. xv; 


Alcohol, 3iv; 
Water, q. s. ad 3j. 


A small series of private patients (about 
twenty-five in number) have been used in 
the work, supplemented by a few of the 
more intelligent patients in the clinic. So 
far the treatment has been uniformly suc- 
cessful in effecting a cure, although some 
apparently very hopeless ‘cases have been 
included in the list. The method of pro- 
cedure has been as follows: 

Where possible, patients are seen at in- 
tervals of from four days to a week. The 
ear is carefully cleansed and dried with 
cotton applicators. If pus is hidden in the 
recesses of the middle ear, as much of this 
as possible is removed by suction and the 
ear again carefully dried. Now, under 
direct vision, the saturated solution of 
nitrate of silver is carefully applied to the 
fundus, allowing it to penetrate as far as 
possible beneath the edges of the drum 
remnants, and it is applied also as deeply 
in the Eustachian tube opening as possible 
with a thin applicator cotton-wound. In 
an exceptional case this procedure will 
cause considerable pain, and with these 
patients he is accustomed to begin with a 
25-per-cent solution and increase the con- 
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centration to 50 per cent, and then saturate 
the solution as the patient will permit. 
Few patients, however, complain of the 
pain in the use of the saturated solution. 

If a free discharge of pus is present, the 
patient is instructed to irrigate the ear once 
or twice a day with boric acid, as the con- 
dition may indicate. After irrigation, the 
ear is dried very carefully with cotton on 
a toothpick and about five drops of the so- 
lution placed in the ear. As the purulent 
discharge decreases in amount the irriga- 
tions are discontinued, and later the drops 
are used only once a day. Otherwise, the 
treatment is continued until long after the 
ear seems to be dry. The time required 
to effect a cure by this form of treatment 
has varied from a few weeks to several 
months, depending on the condition of the 
ear and the faithfulness with which the 
patient carried out the treatment. It will 
not, however, in his opinion, average longer 
than the time required for the postoperative 
treatment of a radical mastoid: operation, 
and there will be a larger proportion of 
absolute cures. So far there have been no 
returns of the purulent discharge, but the 
time during which this form of treatment 
has been used—one year—is too short for 
the failure of recurrences to carry great 
weight. 





PREGNANT TUBERCULOUS WOMEN. 


Davis, in the Illinois Medical Journal 
for July, 1920, states that tuberculosis is a 
contraindication to marriage only second- 
ary in importance to gonorrhea and syph- 
ilis. Women with a history of tuberculosis 
should not marry until some years after 
all evidences of active symptoms have sub- 
sided. Before marriage these women 
should be instructed regarding the dangers 
of a recurrence during pregnancy. They 
should be made to appreciate the impor- 
tance of receiving the maximum of rest, 
fresh air, good food and expert medical 
supervision during the entire period of 
pregnancy, labor, and the puerperium, and 
for many months thereafter. 

The married woman who develops tu- 

















berculosis should be instructed in the 
mechanical means of avoiding conception. 
It is useless to advocate long-continued ab- 
stinence. Should she, in spite of advice, 
become pregnant, sanatorium care is rec- 
ommended, as few women will secure the 
needed rest, fresh air, and proper food at 
home. An attempt should be made to bring 
her through the pregnancy with the least 
possible damage. A healthy child may 
usually be expected, but it should be re- 
moved from the mother at birth. Nursing is 
rarely, if ever, advisable in these cases, 
since it seals the fate of the mother and ex- 
poses the child to a practically certain con- 
tact infection. For this first type of women 
the problem can only be solved by the 
slow process of education and the molding 
of public opinion. 

The plight of another class of women is 
more sad, since they did not approach mar- 
riage and pregnancy with any knowledge 
of a tuberculous complication. In many 
cases overwork and unhygienic conditions 
combined with the strain of pregnancy is 
responsible for the active tuberculosis. 
Latent foci, never suspected or long inac- 
tive, flare up and often run a violent course. 
These women require sanatorium care. 
The tuberculosis is usually discovered too 
late for even a consideration of therapeutic 
abortion. 

The treatment of pregnancy in tubercu- 
lous women may be divided for discussion 
into active and expectant. Many physi- 
cians believe that if the tuberculous wom- 
an is seen during the first three months of 
pregnancy she should be advised to have 
an abortion. They are impressed with the 
high mortality of tuberculous mothers sub- 
sequent to their deliveries and the fact that 
such a high percentage of children born to 
tuberculous mothers early develop signs of 
tuberculosis. Termination of pregnancy 
subsequent to the first trimester has shown 
such a high mortality that it has been 
discontinued. 

Within the past ten years a small group 
of physicians have questioned the advisa- 
bility of emptying the uterus during the 
first three months. Experience has shown 
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‘rapidly fatal course. 
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that many of the women so treated have a 
The shock of the 
anesthetic and abortion may do as much 
harm as that of labor. There is no certain 
method of determining which patients may 
be benefited, which harmed. Bacon finds 
that the collected results of therapeutic 
abortions are not favorable, and does not 
consider abortion justifiable in over ten per 
cent of the tuberculous pregnant women. 
Veit reports that there was no improve- 
ment following abortion in 43 per cent of 
the cases collected by him. Trembley, who, 
at Saranac Lake with patients under most 
favorable conditions, has perhaps aborted 
more women because of tuberculosis than 
any other physician in the United States, 
has not seen enough improvement to war- 
rant the establishment of a general rule. 
Bardeleben states that 50 per cent of his 
cases died after the pregnancy had been 
terminated by abortion. A study of the 
literature leads to the suspicion that the 
end results would be as favorable without 
abortion if the patients could have ade- 
quate care during the entire period of 
pregnancy, labor, and the puerperium, and 
did not nurse their babies. 





ETHER-OIL COLONIC ANESTHESIA IN 
GOITRE SURGERY. 

Laturop in the Journal of the American 
Medical Association of July 3, 1920, states 
that ether-oil colonic anesthesia is most 
decidedly in favor. The method is espe- 
cially efficacious in thyrotoxic patients. 
Ether-oil colonic anesthesia is contraindi- 
cated in patients having colitis, hemor- 
rhoids, or other rectal irritations. He has 
had but two cases of postoperative irrita- 
tion or looseness of the bowels in all his 
work. The after-effects are equal to or 
better than those in the inhalation cases, 
and postoperative vomiting is reduced to 
a minimum, while the effect of the anes- 
thesia is such that most patients rest very 
quietly for some hours after operation and 
complain of little or no pain asid¢ from the 
throat irritation that would follow any 
method after removal of the thyroid. Oc- 
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casionally colonic anesthesia needs to be 
supplemented by a few whiffs of chloro- 
form. Also, the anesthetist must see to it 
that respiration remains free and that some 
of the anesthetic mixture is withdrawn 
should the patient exhibit signs of going 
too deeply under the anesthesia. 

The safety limit of this method of anes- 
thesia is extended by the gradual absorp- 
tion of ether by the colon and its rapid 
elimination by the lungs. The principal 
factor of safety is the wide margin be- 
tween the dosage required for surgical 
narcosis and that which produces toxemia. 
Colonic anesthesia may be administered to 
the patient in bed and the operation per- 
formed without the patient’s knowledge, 
especially in those instances in which the 
surgeon and anesthetist are dealing with 
high-strung nervous patients, with in- 
creased blood-pressure and possible myo- 
cardial degeneration. 





THE ACTUAL CAUTERY IN THE 
TREATMENT OF SUPERFICIAL 
CANCERS. 

SHERWIN, in the Journal of the Mis- 
sourt State Medical Association for July, 
1920, does not recommend its use in opera- 
ble squamous-cell cancers where metastases 
occur early, as on the lower lip, breast, etc., 
where gland and lymphatic dissections are 
imperative; although an occasional local 
cure does result if neighboring glands are 
subsequently removed. 

His technique usually consists in inject- 
ing a local anesthetic into a zone 1 or 2 
cm. from the lesion, entirely around and 
well beneath it, using great care not to 
pass the needle into or even very near 
cancer tissue, as implantations may result 
from cells which adhere to the needle. 
Nerve blocking is ideal where feasible. 

The area to be excised or destroyed is 
then outlined by lightly cauterizing the 
skin entirely around the lesion, keeping well 
away from all visible or palpable borders of 
the lesion. Generally, with large lesions, 
1 to 3 cm. of healthy-looking skin should 
be sacrificed, depending on whether the tu- 
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mor edge is distinct or not. For lesions 
less than 1 cm. whose margins are sharply 
defined, 4 to 8 mm. of healthy looking skin 
is included for destruction. This prelim- 
inary outline insures destruction equally 
well on all sides of the cancer. If solder- 
ing irons be used, the adjacent skin should 
be protected by asbestos, wood, or dry 
gauze. 

The electric cautery loop at a dull-red 
heat cuts like a scalpel, and with this hot 
loop the entire lesion is first excised from 
the skin along the previously marked out- 
line and is then dissected free from under- 
lying structures. At the proper heat it 
does not char, but seems to melt the tissues 
apart, blocking lymphatics and controlling 
practically all hemorrhage as it cuts. This 
freedom from capillary oozing easily per- 
mits the gross differentiation of normal 
from pathological tissue, and the heat at 
once kills any adherent tumor cells acci- 
dentally cut into, and thereby makes im- 
plantations of cancer impossible—a decided 
advantage over the knife. When properly 
controlled, the small amount of radiant 
heat from such a tiny loop has permitted 
him to do delicate dissections along tendon 
sheaths, dura, and even veins; and to re- 
move portions of eyelids (the globe pro- 
tected by wood) without causing those 
structures to slough. This method saves 
the specimen for microscopic examination, 
but most important of all, removes in a 
few moments the entire area known to 
contain tumor cells, a factor of safety not 
present with any other form of treatment 
except clean excision, for radium and 
Roentgen ray are presumed to disintegrate 
the tumor cells without much damage to 
normal ones, and recurrences after their 
use are not infrequently seen. 

The ultimate success of these cautery 
excisions is limited only by the judgment 
of the operator as to the boundaries of the 
cancer and ability to get beyond them, a 
factor necessarily present in any form of 
treatment. Any cells left behind will keep | 
on growing, and a recurrence result requir- 
ing further cauterization. An additional 


factor of safety is afforded by the zone of 
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devitalized tissue, usually 1 to 4 mm. be- 
yond the line of excision, which later 
sloughs away. Possibly the radiant heat, 
like Roentgen ray and radium, is more de- 
structive to cancer cells than to normal 
tissue, and an additional zone is thus cre- 
ated in adjacent normal undestroyed tissue 
where such tumor cells would be destroyed. 
Such a zone of slough or further possible 
tumor destruction is of much greater ex- 
tent following the use of soldering irons 
at just below red heat because much more 
heat }'s radiated. Irons are to be preferred 
in lar ze or extensively adherent areas and 
on ulcers destroying bone. They are always 
reliable, whereas electric cauteries are often 
out of repair. 

Cautery wounds are usually not painful 
unless bone has been involved; in the latter 
case the pain may be severe for several 
days. The slough usually separates from 
the soft tissues in from one to three weeks 
and is replaced by healthy granulations 
which epithelialize readily, leaving a 
smooth, soft, pliable, inconspicuous scar, 
often equaling the excellent cosmetic re- 
sults noticed in radium scars. In larger or 
deeper areas the scar contracts into a raised 
line. Skin grafts are advisable when the 
granulating surface is large. Vaselin and 
oily dichloramine-T are the principal dress- 
ings used, though iodoform and balsam of 
Peru are both excellent. Bone sloughs are 
slow to separate, requiring from one month 
to possibly a year. Granulations through 
bone may be obtained by drilling holes 
down to the underlying vital tissue. 





INDUCTION OF LABOR: USE OF 
PITUITARY EXTRACT. 

The Journal of the American Medical 
Association of July 3, 1920, quotes Watson 
of Toronto before the American Gyne- 
cological Society, who stated that pituitary 
extract is a most valuable agent for ac- 
celerating the second stage of labor when 
delay is due to feeble uterine contraction. 
He has used it extensively for the induc- 
tion of labor and during all stages of labor, 
and has never had any bad results. The 


( 


method used is to begin with a dose of 0.5 
to 1 Cc., administered intramuscularly, 
with a long needle. In most cases uterine 
contractions commence in about ten min- 
utes, and increase in severity during the 
next twenty minutes. At the end of this 
time the second injection of 0.5 Cc. is 
given. If after a time the contractions 
tend to weaken or to come at longer inter- 
vals, the dose is repeated. As many as six 
or eight doses may thus be given at in- 
tervals of about half an hour. The im- 
portant point is to administer a further 
dose before the effects of the previous one 
have entirely passed off. The effects from 
a single dose appear to last only for about 
half an hour, and there is no cumulative 
effect. When the cervix has begun to open 
and the membranes bulge into it, the 
uterine contractions will continue without 
the further administration of the drug. 
The failures he had in the beginning were 
the result of not pushing the dosage far 
enough. Watson says it is perfectly safe 
to give eight or ten 0.5-Cc. doses at half- 
hour intervals. 





MERCURY BICHLORIDE INTRA- 
VENOUSLY. 

In the American Journal of the Medical 
Sciences for July, 1920, Bastron states 
that the technique of injecting mercury 
bichloride intravenously is very simple. 
The mercury bichloride is dissolved in nor- 
mal salt solution, 10 Cc. of the solution 
containing 1 grain of the drug. The bi- 
chloride solution may be kept in a glass- 
stoppered bottle or it may be distributed in 
ampoules in amounts of 1, 2, 3, 4 and 5 
Cc. each. Treatment is begun with 1 Cc. 
of the solution, which contains 1/10 gr. 
mercury bichloride. A tourniquet is ap- 
plied above the elbow, the skin over a 
prominent vein is cleansed, and the needle, 
preferably a fine, long, platinum needle, is 
carefully introduced, so that the point rests 
free in the lumen; the tourniquet is now 
removed and the solution injected slowly. 

The needle is then withdrawn and the 
solution hastened through the vein by the 
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patient raising his arm over his head and 
alternately closing and opening his fist. 

Advantages claimed for this method over 
the other modes of mercury administration 
are that quicker results in treatment are 
obtained, a more accurate grading of dosage 
is made possible, and the course of the dis- 
ease can be more closely observed, since the 
patient is seen oftener than is the case with 
other methods of treatment, and in the case 
of syphilis frequent opportunity is given 
to obtain blood for the Wassermann reac- 
tion. 

Bastron asserts the intravenous injection 
of mercury bichloride is a comparatively 
safe procedure, and altogether painless and 
free from alarming reactions, immediate 
or late, provided certain very simple pre- 
cautions are observed. One of these is 
that the needle should enter the vein and 
its point lie free in the lumen of the vein 
before injection is begun. This is to avoid 
injecting the drug outside the vein or into 
its wall and thus guard against the chief 
objection to this method, namely, pain at 
the site of injection and occlusion of the 
vein by a thrombus. Another precaution is 
that of using dilute solution of mercury 
bichloride. Concentrated solutions often 
cause a spasmodic contraction of the wall 
of the injected vein and a permanent occlu- 
sion of its lumen. Newcomer, of Phila- 
delphia, describes this condition in connec- 
tion with arsphenamine injection: “There 
is a local reaction of the veins used for in- 
jection, which is fairly common. 
Sometimes when one is injecting satvarsan 
into a vein which lies for a considerable 
distance superficially in the skin, the vein 
will be seen to contract throughout its en- 
tire length and become like a whipcord. 
The salvarsan ceases to flow and the con- 
dition continues for some time. Under 
some circumstances this contraction re- 
mains and is followed by thrombosis. The 
thrombosis may occur without the contrac- 
tion having been superficially noticed. 

Localized thrombosis certainly 
sometimes occurs, due to injury to the vein, 
because of faulty technique; but the reac- 
tion undoubtedly occurs when the injury to 
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the vein is out of question, when the vein 
is large and free, and the needle small and 
sharp. It occurs more frequently as the 
NaOH in the salvarsan is increased. It is 
more common in colored people than in 
white people.’ Another precaution to be 
observed is that of using a small needle; 
a one-inch gauge 25 platinum needle serves 
the purpose well. A large needle causes 
more pain, enters the vein with more diffi- 
culty, and causes more injury to the vein. 
One more precaution. Treatment should 
be begun with a small dose, not ova, 1/10 
gr. of the drug, and increase should be 
gradual and cautious. The injections can 
be given as often as once a day, but an 
injection every other day or three times a 
week is safer. This is continued until 
signs of mercurialism appear, when the in- 
jections are reduced to one or two a week. 

The routine he has been following for 
some time in cases of syphilis is to give 
the mercury bichloride injections three 
times a week, starting with 1/10 gr., giving 
3/20 to 2/10 gr. the second dose, 2/10 to 
% gr. (5/20) the third, and 3/10 gr. the 
fourth. In the case of a strong man the 
dose can be thus gradually increased to % 
gr. As soon as signs of saturation appear, 
usually a slight soreness in the teeth if the 
jaws are shut with a snap, it is considered 
that the maximum dose for that patient 
has been reached, and treatments are then 
given once or twice a week. Treatments 
are persisted in for at least six weeks; 
longer if the Wassermann reaction remains 
positive. He has often noticed when a 
patient has developed salivation that his 
tolerance for the drug after symptoms of 
salivation have disappeared has increased, 
and treatment can be resumed where left 
off without fear of salivation. 

If mercury bichloride in normal salt solu- 
tion is added to blood serum, an albuminate 
is precipitated which quickly dissolves on 
shaking and remains in solution indefinitely 
if the mixture is heated for thirty minutes 
at 56° C. If an excess of mercury 


bichloride is added the albuminate precipi- 


tates and does not redissolve, except by the 
addition of more serum or normal salt 
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solution. Precipitation of mercury al- 
buminate takes place if the mercury bi- 
chloride in the mixture is in excess of 1 to 
300 or 1 gr. in 18 Cc. It may be assumed 
that these test-tube changes take place 
when the mercury bichloride solution is 
injected into the vein, for if some blood 
is allowed to mix with the bichloride solu- 
tion in the syringe it will be noticed that 
the blood is not coagulated, but that a white 
cloud appears as the serum mixes with the 
bichloride solution, while the red cells sink 
to a lower level and remain unchanged. 
The leucocytes, however, will be found to 
have been destroyed by the bichloride. 
This statement is based on microscopic 
examination. 


That mercury bichloride is exceedingly 


toxic and corrosive is well known, and it, 


could not be used intravenously if it were 
not instantly converted into a non-corrosive 
albuminate. That the albuminate is com- 
paratively harmless may be deduced from 
the fact that it is found in the circulating 
blood for several days after a single injec- 
tion. In a case of bichloride poisoning 
fatal on the tenth day after ingestion, 
Rosenbloom of Pittsburgh found that al- 
most one-third of the mercury recoverable 
from the body was obtained from the blood 
alone. 

Investigations into the pathology of mer- 
cury poisoning are numerous and ex- 
haustive, but nowhere can one find even 
an allusion to the pathology, if there is any, 
that follows therapeutic doses of mercury. 
The kidney seems to suffer most commonly 
in mercury poisoning. He has not so far 
observed any kidney lesion that could be 
attributed to the effects of mercury bi- 
chloride. In fact, several cases that pre- 
sented, besides syphilis, mild degrees of 
nephritis, pyelitis, and cystitis, promptly 
cleared up under intravenous mercury bi- 
chloride injections. 

The one serious drawback to the intra- 
yenous injection of mercury is the frequent 
occurrence of thrombosis in the injected 
veins. The condition is not very painful 
but possesses the potential danger of caus- 
ing embolism, and may preclude the con- 
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tinuation of the method itself by occluding 
all the available veins as well as bring the 
skill of the operator in question. The ac- 
cident is somewhat less frequent if the 
mercury bichloride is suspended in serum 
before injection, but this modification is by 
no means thrombosis proof. Realizing this 
to be a serious drawback to the method, 
Bastron hesitates. to advocate its adoption 
by the profession as a routine practice. 
But in cases in which quick results count 
for more than the local discomfort and 
slight chance of embolism this method 
with caution finds a proper place of appli- 
cation. Some day we may be in possession 
of a mercurial that is free from these ob- 
jectionable features and equally as good or 
better than mercury bichloride in curative 
value. In that case the intravenous use of 
mercury will become as universal as that 
of arsphenamine is to-day.. This is not an 
inspired prophecy, for experiments have 
been under way since 1915, conducted by 
Schamberg and his coworkers, to produce 
such a mercurial. 





INTRASPINAL THERAPY. 


Guy, in the Archives of Dermatology 
and Syphilology for July, 1920, states that 
before any patient with syphilis is finally 
discharged a lumbar puncture is to be made 
to determine the presence or absence of 
infection in the central nervous system. If 
there is any indication of neurologic in- 
volvement before this time, of course, we 
do ‘not wait, but when we realize that most 
of the central nervous system infections are 
cured by the treatment usually applied, as 
evidenced by the discrepancy between the 
number of cases showing early positive 
spinal findings and the infrequency of posi- 
tive findings ‘after ordinary treatment, cer- 
tainly routine treatment should be given a 
thorough trial before special therapy is 
resorted to. A small group of patients 
with infections not more than six months 
old were punctured in his service and posi- 
tive findings noted in 10 per cent, as evi- 
denced by a cell count of over five, an 
increased globulin and a positive Wasser- 
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mann test, or certain changes in Lang’s 
gold test. These patients were put on 
routine treatment and after two complete 
courses were again punctured, and only 
one case was doubtfully positive. It is in- 
teresting also to note that one-half of the 
cases with persistently positive Wasser- 
mann reactions after two courses of treat- 
ment had positive spinal fluid findings. 
Fordyce reports positive spinal findings in 
20 per cent of one series of secondary 
syphilis and 25 per cent in another, and 
says it is his belief that the spirochetes are 
destroyed spontaneously or by therapeutic 
agents administered in the usual way. 
Obviously, early intensive treatment will 
prevent most late neurologic complications. 
The older the infection the greater the like- 
lihood of such involvement and the more 
difficult its eradication. 

In patients with persistent inflammatory 
changes in the spinal fluid additional in- 
tensive intravenous medication may bring 
about the desired result, or intraspinal 
therapy, or a combination of the two may 
have to be used. The same general prin- 
ciples hold in the sterilization of a focus of 
infection in the central nervous system, as 
in the general treatment of the disease, but 
a modified method of therapeutic attack is 
necessary on account of the anatomy of the 
part. Direct saturation of the spinal fluid 
with comparatively large amounts of 
arsphenamine or mercury is impracticable 
on account of the irritating effect, and in 
some cases fatalities, due to overdosage. 
The original technique of Swift and Ellis 
or the modification of Ogilvie, with the 
direct addition of arsphenamine to blood 
serum, are the methods most in vogue at 
the present time. Dosage is begun with 
minimum amounts and gradually increased 
if well tolerated, about 0.5 mg. being con- 
sidered the limit of safety. Treatments 
are given in courses, the intervals between 
them varying according to the reaction 
after each injection. Much has been said 
from a theoretical standpoint against intra- 
spinal therapy, but no amount of scientific 
discussion can discount results that have 
been obtained when the method has been 
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properly used. Speaking from a prog- 
nostic standpoint, Fordyce says: “When 
symptoms are due to an active inflamma- 
tion with strongly positive fluid, the out- 
look is very encouraging. Where, however, 
the underlying process is one of degenera- 
tion with atrophy and sclerosis, with nega- 
tive or weakly positive fluid finding, the 
prognosis is not so hopeful.” 

There are those who condemn the method 
unreservedly, and there are those who are 
accused of being overenthusiastic, and, ac- 
cording to their faith, the indications vary 
in the minds of different men. Guy would 
be inclined to exhaust intensive general 
medication before resorting to intraspinal 
therapy, and having done so he would ex- 
pect some clinical results in casés in which 
the pathologic process was not too far ad- 
vanced. 





‘ECZEMA IN CHILDREN. 


GARDINER, in the Practitioner for July, 
1920, states that when the slightest scaling 
appears, the use of either the following 
ointment or paste is to be recommended, 
the choice depending on whether the skin is 
dry or moist: 

R Sulphur. precipitati, 

Acidi salicylici, 44 grs. ij to v; 
Pulv. amyli, 

Zinci oxidi, a4 5ij; 

Vaselini, q. s. ad 3). 


R Sulphur. precipitati, 

Acidi salicylici, 44 grs. ij tov; 
Vaselini, ad 3). 

These should be rubbed in twice or thrice 
daily and spread on soft cotton or linen, 
and so kept applied to the affected parts 
during the night. 

Generally when this is used there is 
little further trouble, and the signs rapidly 
disappear. If the condition is resistant, it 
may be necessary to increase the strength 
of the two active ingredients, but one 
should always remember that a baby’s skin - 
is very sensitive, and will not stand prep- 
arations which are too strong. 

If the disease has reached the stage of 
moisture and swelling in addition to the 

















REPORTS ON THERAPEUTIC PROGRESS 729 


scaling, it may be necessary at times to 
apply starch poultices to remove the crust- 
ing, and in any case, as the disease is now 
complicated with staphylococcal infection, 
the following paste should be first used: 

k Hydrarg. ammon., gr.v; 

Zinci oxidi, 
Puly. amyli, aa 3j ; 
Vaselini, ad 3j. 

Very soon two or three grains of sulphur 
precipitatum may be added to this, and 
finally, if all goes well, sulphur and salicylic 
paste or ointment may be used. 

Where the skin .is extensively affected, 
the borocalamine lotion, either in water or 
with the basis of carron oil, can be advan- 
tageously employed. 

This is a stage at which hospital treat- 
ment is called for because of the chronicity 
and difficulties of management. 

While the object of this article in the 
Practitioner is prevention, yet the experi- 
ence of the hospital physician may be valu- 
able in these extensive cases. Itching now 
is a most troublesome feature, and while all 
means are used to allay this symptom, the 
child must be strapped down in bed with 
bandages round the wrists and ankles, 
which, while not preventing movement, are 
sufficient to keep the child from doing harm 
to himself by scratching still more. Rest in 
bed is, of course, essential, not only on ac- 
count of freedom from irritation of cloth- 
ing and varying temperature, but because 
of the facility for applying remedies. It 
will be found advantageous, in the majority 
of cases, to apply ointments or lotions on 
linen or cotton so as to insure complete and 
continuous contact with the disease. The 
private practitioner soon realizes the ex- 
pense of ointments, and, where it is possible, 
lotions are to be preferred in extensive cases 
for reasons of economy. The keeping of 
the hair closely cropped in children past the 
infantile stage is necessary if the scalp is 
to be thoroughly treated. Baths should be 
given daily, either with sufficient perman- 
ganate of potash to make them a pale pink 
color or with about half a pound of starch. 
Ointments are generally used for the hairy 
parts of the body, and pastes for the moist 


areas, which are usually the flexor aspects 
of the joints. In these moist areas occa- 
sional painting—say twice a week—with a 
15 grains to the ounce of silver nitrate in 
water will be found to be a useful astrin- 
gent which reduces the swelling and exuda- 
tion. It will be understood, however, that 
neither this nor the ointments should be ap- 
plied until the crusts have all been removed 
by starch poultices or olive oil soaks. 

The ointments, pastes and lotions are 
generally those mentioned above—the 
strength being made to vary with the stage 
of the disease. This point of the strength 
of the active ingredients is a very import- 
ant one. For instance, a case is often seen 
to improve with a one-half. per cent of 
salicylic acid in paste, and become inflamed 
when this is increased to one per cent. 
Step by step is the rule of education for 
the child’s diseased skin, as it is for its 
mental development. 

If progress goes on, which it generally 
does, a stage is reached at which there is 
only a certain amount of redness, but also, 
on close examination, the skin over these 
parts will be found to be thickened. If 
treatment is stopped, then almost invari- 
ably the condition recurs at once. The wise 
plan, then, is to use crude liquid gas tar 


‘painted on with watchfulness about once a 


week, or slightly oftener if the skin stands 
it. This is certainly our best drug for pro- 
moting absorption of the thickened areas. 





SPECIFIC AORTITIS. 


Rep, in the Boston Medical and Surgi- 
cal Journal of July 22, 1920, states that in 
view of the favorable reports from many 
clinics of full antisyphilitic treatment, he is 
surprised to note that Hirschfelder is 
rather unfavorable to the use of the 
arsenical preparations in the therapy of 
aortitis. He gives a careful account of the 
use of salvarsan in syphilis and notes that 
a fall of blood-pressure amounting to 25 
to 45 mm. of mercury has been recorded 
after its administration. Wechselmann, 
however, studied this problem and noted 
that the fall in blood-pressure rarely oc- 
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curred if the dose of salvarsan did not ex- 
ceed 0.5 gm. In Reid’s out-patient clinic 
these cases are being treated by alternate 
courses of mercury and diarsenol, in which 
the dosage of the latter varies from 0.15 
to 0.45 gm., and it is rare that any ill effects 
are produced. Presumably this is the more 
correct method, but he leaves the further 
discussion of this point to the syphilogra- 
phers. 

Potassium iodide is administered by 
mouth, and in his opinion is of much less 
certain value. It probably, in view of our 
knowledge of the presence of spirochetes 
directly in the aortic lesions, is little indi- 
cated save in the late cases of syphilis. 

One further point as regards treatment 
remains to be mentioned—i. ¢., in -cases in 
which there is any evidence of cardiac dis- 
turbance, such as failing compensation, 
standard cardiac therapy (digitalis, rest, 
etc.) is indicated. There is nothing pe- 
culiar to the principles of this form of 
treatment in specific aortitis as compared 
to cardiac disease of other causation. 





FREQUENT MISTAKES MADE DURING 
THIRD STAGE OF LABOR. 


THEIME, in the Southern California 


Practitioner for July, 1920, states that the 


most important function of the obstetrician 
during the third stage is to save blood. 
This saving of blood aids in rapid recovery, 
lessens the chance for infection, and leaves 
the mother in better condition to nurse her 
baby. Excessive hemorrhage is produced 
by improper conduct of the third stage. 
The rough massage, without an indication, 
as described by the author, mashes the pla- 
centa and overexcites the uterus. The 
same is true of an improperly performed 
Credé. 

Another frequent mistake made is the 
premature attempt at expulsion of the 
placenta. Some men will attempt an early 
expression, or a Credé, for no particular 
reason, a few minutes after the birth of the 
babe. The results may be hemorrhage, 
severe pains to the mother, overstimulated 
uterus, then inertia uteri. Neither of these 
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two methods should be used, unless some 
special occasion arises, until at least four 
minutes after the birth of the babe. Early 
expression if done at the proper time, with 
a definite indication, is a valuable pro- 
cedure. Frequently early expression is 
done entirely wrong, by pressing the uterus 
forward against the pubis. Do not at- 
tempt too many early expressions. If it 
does not succeed the first time and there is 
no severe hemorrhage, then one had better 
wait for five or eight hours. 

The neglect to empty an overdistended 
bladder is a frequent cause of a prolonged 
third stage. 

During the third stage care as to asepsis 
should be redoubled. An immense amount 
of harm has been done by frequent ex- 
aminations “to see where the placenta is.” 
In a normal case the introduction of the 
fingers in the vagina should be absolutely 
avoided; we can readily see the great 
chance for infection of a vagina covered 
with abrasions. If it is poor technique for 
vaginal examinations during the first stage, 
surely then during the third stage it is more 
dangerous. 

Pulling on the cord to deliver the pla- 
centa while the placenta is still in the 
uterus should be severely condemned. The 
chief danger is inversion of the uterus. 
Some say that this is impossible, but 
Theime has seen it done. The cord may be 
torn, also the membranes. He knows one 
man who wraps the cord twice around his 
hand and then pulls. He has never told of 
his angler results. 

Sometimes the careful examination of 
membranes and placenta is forgotten. This 
examination is extremely important. Per- 
sonally he always examines them in the 
presence of a nurse. It may lessen com- 
plications later in more than one way. If 
a large piece of placenta or membranes has 
been retained it is probably best to remove 
it, under the strictest aseptic precautions. 
But if not certain, or only a small piece of 
either has been retained, by all means adopt 
the expectant plan of treatment. 

Do not neglect lacerations. Lacerations 
of the perineum and vagina should be re- 

















paired if possible, before the expulsion of 
the placenta—that is, whilst waiting for it 
to be expelled. If this cannot be done, 
then after its expulsion. If the lacerations 
are very extensive, a repair can be done 
two or three days after labor. This some- 
times gives better results. 

Many lacerations are overlooked, or 
neglected (not repaired) because it takes 
extra time. Theime knows of one man 
who claims never to have had any lacera- 
tions in his obstetric practice. He wonders 
if he ever looked for any. Ergot is fre- 
quently given at the wrong time, before 
expulsion of the placenta. The result often 
is a retained placenta. Ergot contracts the 
lower uterine zone mostly, and hence if 
given early retains the placenta, instead of 
aiding its expulsion. Theime says he never 
gives ergot until the uterus is empty. At 
that time it may do good, at least it does 
no harm. 





THE DIAGNOSIS AND TREATMENT OF 
GALL-BLADDER AFFECTIONS. 

In the New York Medical Journal of 
July 3, 1920,-ErnHoRN states that in acute 
cholecystitis, with or without stones, the 
former covering all colics due to biliary 
calculi, treatment consists of absolute rest, 
hot applications, and the administration of 
an opiate. A hypodermic injection of 
morphine with or without atropine, a sup- 
pository of opium and belladonna, or the 
latter with codeine, will be beneficial. Hot 
drinks of plain water, or chamomile tea, 
are useful. Irrigation of the bowel with 
warm saline and the addition of essence of 
peppermint (one teaspoonful to a quart), 
especially when there has been no defeca- 
tion for a day or two, is likewise beneficial. 
Usually the acute attack subsides in from 
one to three days, and there is either a re- 
turn to the normal or, more frequently, to 
a kind of a quiescent or latent stage. 
Acute cholecystitis of great toxicity, giving 
rise to empyema, ulceration, or a perfora- 
tion of the gall-bladder, requires immediate 
surgical intervention. Until the operation 


is performed applications of ice over the 
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right hypochondrium, the administration of 
opiates, absolute rest, and very little liquid 
food form the principal methods of treat- 
ment. 

The treatment of recurring cholecystitis, 
with or without stones during the latent 
stage, has two objects: (1) to reduce stag- 
nation of bile, and (2) to combat the infec- 
tion. The former is accomplished by drink- 
ing large quantities of water. Cures at 
Carlsbad, Kissingen, Vichy, Saratoga, or 
French Lick Springs combine the  ad- 
vantage of water, mild aperients, and rest- 
ful surroundings, which are of benefit for 
establishing a healthy liver function. Fre- 
quent and small meals of wholesome food 
(mixed diet, with plenty of green vege- 
tables and fruits) are likewise of, much 
assistance in increasing the flow of bile. 
The infection is best combated by urotro- 
pin, salicylic acid, salol, aspirin, and again 
by flushing the gastrointestinal tract with 
great quantities of water. Einhorn found 
that glycerin given in teaspoonful doses, 
three times daily, exerts an antiputrefactive 
action on the bile. Patients who have been 
given this medicine furnish a bile that can 
be kept from one to two days without de- 
composition, while otherwise the duodenal 
secretion after being exposed for a few 
hours in the air begins to smell badly and 
in about six hours develops a putrid odor. 

This led him to prescribe the following 
medication which he frequently gives in 
these cases with advantage: 

Sodium bicarbonate, 3ij; 
Glycerin, pure, £3ij ; 
Distilled water, f3v. 


S.: A tablespoonful t. i. d., one-half hour before 
meals. 


Antiseptic and astringent solutions can 
likewise be instilled directly into the duo- 
denum, in order to exert a beneficial influ- 
ence in this locality, which also has an 
effect on the biliary passages. Ichthyol 
(one-half to one per cent), or argyrol in 
the same strength (blood temperature), 
can be thrown into the beginning of the 
duodenum in amounts of from 10 to 20 
Cc. daily or every other day while the 
patient is in a fasting condition. 
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When biliary calculi are known to exist 
and give rise to difficulties through their 
migrations, olive oil administered in four- 
to five-ounce doses once or twice daily has 
been believed to have a good influence on 
the passage of the stones. This can only 
refer to small calculi; but even then the 
effect of the oil is problematical. Its action, 
however, is never harmful, and it can 
therefore be employed in appropriate cases. 

The indications for surgery in chronic 
cholecystitis (with or without stones) are 
as follows: 

1. Comparatively severe recurrent at- 
tacks of cholecystitis, whether accompanied 
by fever or not, require surgical aid. 

2. Mild attacks of recurrent cholecystitis 
accompanied by a moderate leucocytosis 
(especially with an increase of the poly- 
nuclear cells) likewise require operation. 

3. Chronic jaundice due to obstruction is 
best handled by operative measures. 

4. Gall-bladder affections in which there 
is sufficient reason to suspect a malignant 
disease should be operated upon as soon as 
possible. 

Contraindications to operative measures 
are found in severe heart or kidney lesions, 
diabetes mellitus, general debility, and old 
age. What to do under these circum- 
stances (whether to operate or not) will 
depend upon the. severity of the gall- 
bladder affection and the degree of involve- 
ment of other organs. No hard and fast 
rules can be laid down. A careful con- 
sideration of the danger of ‘the operation, 
and the benefit to be obtained by it, will 
make a decision possible. 





ADRENALIN FOR VERTIGO. 


Writing in La Presse Médicale of July 
10, 1920, VERNET, in addition to giving 
many references by other writers on the 
effects of adrenalin, states that he has 
found it of value in cases of vertigo asso- 
ciated with low blood-pressure. He believes 
its use by the mouth in the dose of 5 to 20 
drops twice a day will raise pressure some 
five or ten points with consequent benefit. 
Thus in a case of severe vertigo with vom- 
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iting, the condition being so severe that 
the patient had to go to bed, such treat- 
ment raised the pressure and gave relief. 
After the adrenalin is used a short time he 
deems it wise to stop it, and then to return 
to its use if it is needed. 





ABSCESS OF THE LIVER. 


LupLow, in the China Medical Journal 
for May, 1920, in referring to the opera- 
tion states that he has adhered to the drain- 
age through opening formed after excising 
a portion of the ninth rib in most of the 
cases, but in the following cases the opera- 
tion was differently performed : 

No. 1. In this case an incision was made 
over the outer border of the right rectus 
muscle from the costal margin downward. 
The patient made a good recovery. 

No. 2. In this case, judging the abscess 
would be found well walled off, the first 
incision was made over the border of the 
right rectus. Upon finding that the liver 
was not adherent he made counter drainage 
in the usual place over the ninth rib. The 
patient, aged fifty-three years, made a- good 
recovery. | : 

No: 3. Laparotomy, median 
The patient died. 

No. 4. This was one of his last and most 
interesting cases. Patient, male, aged 
thirty years. There was a large area of 
dulness over the region of the left lobe of 
the liver extending downward about two 
inches below the costal margin. An in- 
cision was made. from the costal margin 
downward for about three inches along the 
outer border of the left rectus muscle. 
Upon opening the abdomen he found the 
left lobe of the liver greatly enlarged and 
pale in color. It was adherent for two 
inches below the costal margin. Fearing to 
rupture the abscess while the abdominal 
cavity was open, he proceeded to close the 
abdomen. Just as he finished the closure 
the abscess ruptured close to the costal 
margin. There being so little room for 


incision. 


drainage he made a counter opening by 
resecting a portion of the left ninth rib. 
The patient made a good recovery. 
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No. 5. Laparotomy. Median incision. 
Abscess walled off. Recovery. 


As to after-treatment, Ludlow has tried _ 


Dakin’s solution in five cases and hyper- 
tonic saline solution in five cases. Neither 
solution seemed to hasten the healing 
process to any noticeable extent, though of 
course each was of value in the irrigation 
of the cavity. Of the two, the hypertonic 
saline is preferable. 

Treatment by Emetine.—Lately several 
reports have been made of successful treat- 
ment by aspiration of the pus, and injec- 
tion of emetine (0.15 gm. emetine in 30 
mils distilled water) into the abscess 
cavity; and some who have reported con- 
demn severely those who operate for ab- 
scess of the liver. In the cases that Ludlow 
has had lately, he has been trying the 
method recommended and will publish the 
results later. 

The hesitation to adopt the newer method 
was due to the following reasons: (1) All 
his patients have had very large abscesses. 
(2) In nearly every case the pus has been 
so thick that it would have been possible 
to aspirate only a part of it. (3) His 
operative results have been very good. 
Certainly nothing but a radical operation 
was practicable in his third fatal case. It 
is also very questionable whether aspira- 
tion would have done any good in the other 
two fatal cases. 

Ludlow now gives a hypodermic injec- 
tion of emetine (one grain) daily for four 
days after operation, or before if the case 
does not need immediate operation. He 
also gives an intestinal antiseptic, such as 
trimethol, for the reason that he has had 
three patients in whom no amebe could be 
found in the feces before operation, yet 
they developed dysentery afterwards. As 
most of these patients formerly had dysen- 
tery at some time or other, the disease was 
evidently quiescent for some time before 
operation, and perhaps the recrudescence 
was due to the operative procedure. If no 
intestinal symptoms develop the emetine is 
discontinued after the fourth day. 

His further experience induces him to 
repeat the following advice: 


1. Keep a mental attitude of suspicion as 
the possibility of abscess of the liver in 
localities where amebic dysentery is prev- 
alent, and do not exclude the diagnosis 
because of normal pulse, temperature, 
respirations, or blood count. 

2. Use the aspirator only when prepara- 
tions are made for further operation, un- 
less the aspirator used is very small. Noth- 
ing but positive findings are of value. 

3. While it may be necessary to vary the 
operation according to the condition found, 
yet in most cases the operation described 
in his former articles proves satisfactory. 

4. It is very important to keep a good 
opening for drainage. If the subsequent 
cure of the case is left to an assistant, un- 
less he is well instructed he is very apt to 
let the external opening close too quickly. 





RESULTS OBTAINED BY THE USE OF 
SENSITIZED CHOLERA VACCINE. 
YABE, in Japanese Medical Literature, 

Vol. V, No. 3, 1920 (reprinted from the 

China Medical Journal, Shanghai, China, 

1920), states that during the epidemic ‘of 

cholera in Tokyo in 1916 this vaccine was 

first tested on fifteen persons in the Re- 
search Department of Severance Union 

Medical College at Seoul, Korea. None 

showed any noteworthy reaction. The 

sera showed agglutinative and bacteriolytic 
power. In most cases 0.001 mil protected 
guinea-pigs from four M.L.D. of culture. 

The vaccine was then prepared for gen- 
eral use. Two subcutaneous doses were 
given, of 2 mg. and 4 mg. respectively. 

Of 3,055,946 inhabitants of Tokyo and 
the vicinity, 301,244 received sensitized vac- 
cine. Of the vaccinated three contracted 
cholera (1 per 100,000); of the unvac- 
cinated, 280 (or 27.7 per 100,000). The 
ratio of infection of the vaccinated to the 
non-vaccinated was about one to twenty- 
five. 

Tables are presented to prove that the 
vaccinated proportion of the population was 
widely distributed and, on the average at 


least, as much exposed to the danger of. 


the infection as were the non-vaccinated. 
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The vaccination was begun at the onset of 
the epidemic, and so far as practicable 
those individuals were vaccinated whose 
occupation exposed them to special danger. 
Two of the three cases contracting the 
infection received but one dose. 

Reactions after sensitized vaccine were 
very mild. Moderate local tenderness and 
lassitude were common. Only one per cent 
of those vaccinated were incapacitated for 
work. No severe or alarming reactions 
occurred. In parallel series of cases the 
reactions were less severe than after heated 
non-sensitized vaccine. Tested on guinea- 
pigs, it was but 1/5 to 1/6 as toxic as the 
latter. 

Contraindications are nephritis, advanced 
pregnancy, fever, and especially myocardial 
insufficiency, and beriberi with edema. 

It is stated that heated non-sensitized 
vaccine was administered to 92,672 per- 
sons, but no details as to results are given. 





TREATMENT OF RINGWORM. 


Exrorp, in the British Medical Journal 
of June 26, 1920, states that during the 
past twelve months he has successfully 
dealt with over sixty cases of tinea ton- 
surans, the majority of cases being cured 
within a month. 

As a preliminary step the affected area 
of the scalp must be shaved and cleansed 
with liquid ethereal soap. The part is then 
gently and carefully rubbed with a piece of 
lint which has been dipped in liquor potassz 
and dried with a piece of cotton-wool. 
Next the part is sprayed with ethyl chloride 
for about thirty seconds and allowed to 
dry; it is then painted with a mild tincture 
of iodine. It is-unnecessary to repeat the 
shaving and cleansing with ethereal soap, 
but the remainder of the procedure should 
be carried out morning and evening for the 
first three days and once daily during the 
subsequent four or five days. 

During this time a mild folliculitis oc- 
curs, and as a result the infected hairs 
fall out. Elford asserts that usually a 
week of such treatment is sufficient to 
effect a cure, after which it is only neces- 
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sary to rub ammoniated mercury ointment 
into the scalp twice daily, keeping the case 
under observation for about a fortnight or 
three weeks. 

As a rule the folliculitis quickly subsides 
and healthy hairs soon make their appear- 
ance. Other varieties of ringworm can be 
quickly cured by like treatment. 





RECOVERY FROM TUBERCULOUS 
MENINGITIS AFTER TREATMENT 
WITH INTRASPINAL INJEC- 
TIONS OF ANTIMENINGO- 
COCCIC SERUM. 

Hottis and Parnes, in the Archives of 
Internal Medicine for July, 1920, in sum- 
marizing their article on this subject, state: 

1. There are reported in the literature 
thirty-eight undoubted cases of cured 
tuberculous meningitis, and fifteen in which 
the diagnosis is doubtful. 

2. Except for these cases, the treatment 
as shown by hospital statistics has been 
100 per cent ineffectual. 

3. Therapy has always been experimental 
in type in hopes of finding a cure. 

4. They have employed intraspinal in- 
jections of antimeningococcic serum, com- 
bined with frequent spinal drainage, and 
report two cases of tuberculous meningitis 
and two others of possibly tuberculous 
meningitis showing recovery under this 
method. 





THE ACTION OF QUININE IN AURICU- 
LAR FIBRILLATION AND FLUTTER. 
In La Presse Médicale of July 31, 1920, 

SCHRUMPF reaches these conclusions: 

Quinine appears to have a curative action 

in fibrillation and flutter, although its 

effects are not certain, for once these con- 
ditions are established they cannot be sup- 
pressed. The improvement in the circula- 
tion and in the regularity of the pulse which 
follows the use of quinine is not due to 

suppression of the fibrillation, but to a 

greater regularity in the action of the 

ventricles possibly by blocking the impulses 
in the bundle of His. The use of quinine 
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does not interfere with the employment of 
large doses of digitalis, but rather empha- 
sizes the effect of that drug. In other 
words, the combination is a valuable one. 
Schrumpf suggests that quinine may be 
useful to prevent the development of fibril- 
lation in cases in which this disorder is 
prone to occur. We presume by this- he 
refers to cases of mitral stenosis. 





JAUNDICE AND ITS SURGICAL 
SIGNIFICANCE. 

Mayo (Surgery, Gynecology and Obstet- 
rics, June, 1920) holds that in approxi- 
mately 50 per cent of the cases seen the 
absorption of bile is due to obstruction of 
the common duct by gall-stone; in 20 per 
cent of all cases it is due to absorption of 
bile in the liver, or infective or. catarrhal 
jaundice without duct obstruction. Most 
of the latter cases occur in children and 
young persons, just enough occurring in 
middle age and later to make a differential 
diagnosis necessary, as attacks of pain 
sometimes accompany this infectious dis- 
ease or the patients actually have gall- 
bladder disease. 

The surgeon must have in mind the fact 
that jaundice is an essential feature of 
several conditions, and that it is an indica- 
tion of serious disease in the majority of 
cases. The idea that jaundice may be a 
symptom in fairly normal persons over long 
periods evidently came about from the 
observation of hemolytic acholuric jaundice 
caused by splenomegaly, a surgically curable 
disease, sometimes complicated with gall- 
bladder disease and stones. From 5 to 8 
per cent of the cases of jaundice are due to 
serious infection of the gall-bladder, possi- 
bly gangrene, with or without stones; they 
are usually accompanied by a degree of 
pancreatitis with marked swelling of the 
lymph glands on the three ducts; all per- 
sons have one on each duct, but none more 
than two. The liver is congested and dark; 
the ducts are slightly enlarged and contain 
much flocculent material, which is also 
found in the gall-bladder, in which stones 
are usually present. 
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Jaundice from cancer presents a very 
serious problem, although it represents but 
15 per cent of the cases seen; one-half of 
these are from cancer of the liver, the other 
half from cancer of the pancreas, or the 
gall-bladder, and ducts. Patients with can- 
cer of the pancreas or in the ampulla of 
Vater may be relieved, often for many 
months, by short-circuiting the obstructed 
area. 

The old classification made by Cour- 
voisier still remains a true observation, in 
which in about 84 per cent of the cases of 
stone in the common duct the gall-bladder 
was shrunken or atrophied; while in 92 of 
100 cases of obstruction due to lesions in 
the ampulla or pancreas or other condi- 
tions the gall-bladder was dilated or en- 
larged, in the remaining eight cases it was 
either normal or atrophic. 

In cases of chronic jaundice with obstruc- 
tion the distended gall-bladder and ducts 
are often filled with a clear mucoid fluid, 
indicating that the power of the mucous 
gland to secrete the less absorbable mucus 
which fills the ducts is greater than the 
power of the liver to secrete bile, and forces 
the liver with its lower blood-pressure to 
absorb the bile. In cases of late operation 
at which the so-called white bile is found, 
failure of the power of biliary excretion to 
appear within a day or two following the 
operative drainage is a most unfavorable 
symptom. Patients in whom the blood 
leaves the vessels as shown by numerous 
subcutaneous hemorrhages should be med- 
ical cases until improvement occurs before 
surgery is indicated. The best measure in 
cases with twelve minutes or more coagula- 
tion time is the transfusion of acceptable 
human blood. Patients whose coagulation 
time is greatly reduced are given one trans- 
fusion and the blood is tested the next day. 
If improvement is marked operation is per- 
formed, but if improvement is slight trans- 
fusion is repeated just preceding the opera- 
tion, and if there is hemorrhage during the 
next few days transfusion is again repeated 
with occasional benefit. 

If the gall-bladder shows marked evi- 
dence of disease, especially in cases of stone 
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in the common duct, a cholecystectomy is 
performed. After removal of the gall-blad- 
der the cystic duct is split-through into the 
common duct to permit of an exploration ; 
here the pliable metal spoons and bulb- 
tipped probes, and the Gusse fenestrated 
stone forceps of various sizes, are useful. 
In the rare instances in which the gall- 
bladder has already been removed a more 
favorable location than the cystic duct area 
can be selected. In more severe infection 
with degrees of gangrene, the gall-bladder 
should be removed unless the serious con- 
dition of the patient makes haste impera- 
tive; then it is drained with or without 
drainage of the common duct, depending 
on whether or not bile flows from the gall- 
bladder. ; 

In such cases the gall-bladder is split on 
each side with scissors from top to bottom, 
one-quarter of an inch from its attachment 
to the liver. The free flap is turned down- 
ward, exposing the obstructing stone in the 
cystic duct; the duct is clamped in forceps 
and divided. The mucous membrane 
remaining on the liver attachment readily 
peels off, leaving the outer layer of the 
gall-bladder for protection, since if this 
should be peeled off serious hemorrhage, 
difficult to control, may result. Suturing 
such a liver adds to the infective condition, 
for the liver structure does not permit of 
drawing sutures sufficiently tight to check 
serious hemorrhage from its surface; this 
is one of the reasons why cholecystostomy 
has been made in some cases. 

A knowledge of the size of the various 
ducts is quite essential ; in a healthy person 
the lumen of the cystic duct is about one- 
eighth of an inch and the lumen of the 
common duct about one-sixth of an inch. 
When it is only a little enlarged and with 
jaundice present infection is the essential 
factor. A gall-bladder which has been ren- 
dered functionless by nature, disease, or 
operation causes dilatation above the normal 
of the common and hepatic ducts. 

A serious and not uncommon cause of 
jaundice is the too radical extirpation of 
the gall-bladder and cystic duct and section 
of the common duct. In cases in which 
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jaundice was not a previous symptom, and 
in which the hepatic duct is mistakenly 
ligated for the cystic, primary jaundice and 
later a prolonged biliary fistula result, fol- 
lowing which intermittent closure leads to 
intermittent jaundice. In such cases if the 
condition is not recognized immediately and 
very early union effected by means of a 
Sullivan T-tube, the common duct under- 
goes atrophy and cannot be utilized again. 

The effort to secure delivery of bile from 
direct incision of the liver or by trocar, 
tapping a dilated duct, is a last resort from 
which relief is only temporary, and if un- 
successful life is possibly shortened by free 
hemorrhage. 

Jaundice, in which the head of the pan- 
creas shows marked hardness, lobulation, 
and increase in size, requires most careful 
consideration. If the gall-bladder is dis- 
tended the condition is due either to pan- 
creatitis or to a malignant change, since the 
pancreas, as Opie has shown, surrounds the 
common duct in 32 per cent of persons suf- 
ficiently to make obstruction possible by 
pressure. Obstruction from swelling at the 
tip of the ampulla may cause a pancreatitis 
by forcing bile through the major duct of 
Wirsung back into the pancreas and out of 
the duct of Santorini, The pancreas, in its 
development, is evidently prepared for such 
emergencies, since all the ducts of the organ 
open into the lumen of the larger ducts by 
passing along its wall for some distance. 
The closure of the ducts is caused by ten- 
sion, which is nature’s method of protecting 
all important ducts, such as the salivary 
and common ducts, and the ureters near 
their exits. 

A careful examination of the pancreas 
in all cases of gall-bladder disease or sur- 
gical gastric disease indicates that the pan- 
creas is secondarily involved by infection 
more frequently than has been supposed. 
When secondary infection of the pancreas 
is a marked feature of gall-bladder disease, 
it may be advisable to provide drainage 
from the common duct, but usually the 
gall-bladder may be looked on as a primary 
focus, and should be removed. 

In most of the simple obstructions due to 
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stones in the common duct, effective drain- 
age is established, after removal of the 
stones, by means of the Robson tube passed 
into the opening of the common duct and up 
into the hepatic duct. The tube is held by 
a fine catgut suture as it emerges through 
the common duct incision. The suture 
serves also to close the opening about the 
drain. 

In cases of obstruction associated with 
distention of the gall-bladder, short-circuit- 
ing is best done by attaching the gall-blad- 
der, after it has been emptied, to the 
duodenum. An opening one-half inch in 
diameter is made in the fundus of the gall- 
bladder, the peritoneum is denuded for 
about one-quarter of an inch from the 
opening; it is then passed for one-quarter 
of an inch, through an incision at a con- 
veniently near point, into the lumen of the 
duodenum. Such openings prove more 
permanent than the margin-to-margin union 
of the opening in the gall-bladder to the 
opening in the duodenum. In some cases 
with elongated cystic duct the gall-bladder 
is removed down to its pelvis, and this is 


passed through an opening in the duode- . 


which is then sutured around the 
cystic duct. 

Probably the most desperate and difficult 
cases of jaundice to deal with are those 
which follow extirpation of the gall-bladder 
and unintentional division of the common 
duct. The distended hepatic duct is 
searched for, usually among the adhesions 
of from two to four previous operations, 
or the temporary discharging fistula lead- 
ing to the hepatic duct is followed. In 
cases in which the end of the hepatic duct 
is found opposite the duodenum or opposite 
the pyloric ring, the pylorus and duodenum 
are also mobilized and the union is made to 
the duodenum; this is the preferable 
method. Often the prepyloric region of the 
stomach is found adherent beside the open- 
ing of the duct. In such cases it is best to 
disturb the adhesions as little as possible 
and to anastomose the hepatic duct to the 
prepyloric portion of the stomach. To 
maintain this opening until nature contracts 
the tissues, developing firm union and a 


num, 
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mucous-lined tube, it is only necessary to 
unite the end of the duct to the mucosa of 
the stomach or bowel. 

During the years 1916, 1917, and 1918, 
in 13 cases seen, it was necessary to unite 
the hepatic duct either to the duodenum or 
to the stomach; two of the patients died. 

Jaundice is a late symptom of gall-stone 
in the majority of cases, the result of 
neglect to recognize the condition or to 
advise operation in the preventive period. 

The mortality following cholecystectomy 
in the treatment of cholecystitis with or 
without stones is low, only 1.8 per cent in 
260 operations performed during the period 
of three years. 

There were 337 cases in which chole- 
cystectomy and choledochotomy were both 
done, with a mortality of 3.2 per cent. In 
a group, of 36 cases of very serious obstruc- 
tion and’ malignancy, cholecystostomy and 
choledochotomy were done with a mortality 
of 16.6 per cent. Choledochotomy alone 
was done in a somewhat similar group of 47 
cases, with a mortality of 15 per cent. If 
all the choledochotomies are grouped to- 
gether, however, the mortality in the 420 
cases is but 5.7 per cent, too high a mor- 
tality for simple cases of stone and obstruc- 
tion, and too low for the late and compli- 
cated cases, including the cancers. Stones 
were found in the common duct in 274 of 
the 420 cases. 





THE VALUE OF POSTURE TREATMENT 
IN THE AFTER-TREATMENT OF 
STIFF SHOULDER. 

Mackay (Lancet, June 12, 1920) re- 
marks that whether the disability be caused 
by a compound or a simple fracture in the 
neighborhood of the joint, by a severe dis- 
location, by a primary weakness of muscle 
through injury of the nerve-supply to the 
deltoid, trapezius, serratus magnus, or by 
secondary muscle-wasting, a not infrequent 
result of injury to the shoulder is the so- 
called “stiff shoulder.” 

A criterion of the functional results fol- 
lowing treatment of an injury of this char- 
acter would be evidenced by the ability of 
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the patient, when standing up, first to 
abduct the arm to a right angle, on a hori- 
zontal plane with the shoulder, then to 
rotate the arm externally, and finally to 
raise it vertically above the head. . These 
movements, so apparently simple in health, 
are very easily lost; their mechanism is 
delicate and complicated, and a loss of 
function of one of its component elements 
may be sufficient to nullify the activity of 
the remainder. 

The expression “stiff shoulder” is used 
in this article to mean one at which the 
greater part of this normal range of volun- 
tary movement is not obtainable; in which 
attempts at passive movement apparently 
produce pain, are resented by the patient, 
and are often voluntarily resisted. It is not 
intended to apply to old cases of rheumatoid 
arthritis, nor to the pathological conditions 
subsequent to severe injuries and acute in- 
flammatory mischief in the joint itself, with 
the formation of definite articular adhesions 
and osteoarthritic changes limiting move- 
ment. In the type of “stiff shoulder” which 
is here referred to the main causative fac- 
tors interfering with normal function are 
considered to be the weakness of the mus- 
cles which conduct, externally rotate, and 
elevate the arm, and in a percentage of 
cases the chronic contraction with shorten- 
ing of the muscles which adduct and inter- 
nally rotate the limb. Additional factors in 
some cases are the presence of periarticular 
adhesions in the surrounding structures of 

. the joint, causing pain on movement, and, 
what is often very important, the persist- 
ence of a hysterical element, the result of 
prolonged disuse and previous painful ex- 
periences. 

An essential principle is to encourage any 
possible amount of voluntary movement 
and to treat the patient at the beginning in 
the lying-down horizontal position. This 
position helps considerably to eliminate two 
important factors retarding recovery of 
movement: gravity—the weight of the arm 
—and muscular spasm. It is necessary to 
obtain muscle relaxation before the attempt 
at voluntary movement is begun, and in the 

horizontal position this relaxation can be 
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most easily obtained. With the elbow flexed 
and the forearm supported, the patient is 
then encouraged to abduct the arm farther 
and farther away from the side, and after- 
ward gradually to elevate it. In order to 
facilitate movement in difficult cases card- 
board powdered with chalk may be placed 
under the arm to diminish frictional resist- 
ance. These attempts to obtain voluntary 
movement should be carried out once, twice, 
or three times a day on a firm support, 
table or couch, and for a variable period, 
depending on the weakness of the muscles 
and on the ability of the patient to concen- 
trate his attention on the muscular effort 
involved. Once full abduction and eleva- 
tion of the arm have been obtained in the 
lying-down horizontal position, it may be 
definitely stated that it is only a question of 
time before full movement will be obtained 
in the upright vertical position. This re- 
sult, however, can be achieved only gradu- 
ally, and progress is accomplished by 
slowly elevating the head and shoulders of 
the patient either on pillows or by means of 
a special couch. Each elevation is regarded 
as a stage in the reéducation process, and 
perfection of movement must be obtained 
at any one stage before proceeding to the 
next highest one. Even if the difference in 
elevation be only a few inches, it may be 
too much at first for the weak muscles. 

It is wise to begin each daily period of 
exercise in the horizontal position, and 
gradually to work upward to the highest 
elevation previously reached. The muscles 
are by this means enabled to accommodate 
themselves to their load, better results are 
obtained, and initial disappointment to the 
patient is avoided. 

Where opposing muscies have become 
contracted and shortened, or where peri- 
articular adhesions of a minor degree have 
occurred in the surrounding structures, the 
patient’s own vigorous volitional efforts are 
the best means of gradually stretching the 
contracted opponents or of breaking down 
the adhesions. The use of force and an 
anesthetic may be essential if time is an 
element, and if painful, passive and volun- 
tary movements can afterward be borne by 
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the patient; but he believes that better re- 
sults will be obtained if treatment on the 
lines above indicated can be gradually car- 
ried out. Once movements have been ob- 
tained in the lying down position and gradu- 
ally increased, these may be strengthened, 
and final complete mobility of the joint 
obtained, on the lines of the active gym- 
nastic exercises. 





ANESTHESIA IN LUNG SURGERY. 


GwaTHMEY (Medical Record, June 12, 
1920) after describing chloroform as a 
desirable agent for producing anesthesia, 
notes that, other things being equal, the 
agent selected should sustain the blood at 
the highest possible level consistent with 
good surgical anesthesia during the oper- 
ation and with a minimum of reaction after 
operation. In general narcosis with ether 
or nitrous oxide and oxygen the blood- 
. pressure depends more upon the depth of 
anesthesia than upon the agent, and if the 
same technique is used it is sustained as 
well with the one as with the other. Crile, 
unfortunately, published a misleading chart 
that seems to show that “an animal under 
nitrous oxide anesthesia endured shock- 
producing trauma better than an animal 
under ether anesthesia,’ using the irregular 
and unscientific drop method of ether for 
the comparison of the two agents. Every 
surgeon knows that the blood-pressure does 
not fall in this way under ether during 
operations requiring extensive trauma. 

Dr. Carl Connell and the writer paralleled 
the experiments of Crile, following his 
technique absolutely, traumatizing the ani- 


mal and continuing the experiment for the . 


same length of time, but giving the ether 
by the vapor method pharyngeally, so that 
the quantity of ether and the volume of air 
were so regulated that an even anesthesia 
was maintained at all times. 

The chart made from these experiments 
seemed to prove that animals under ether, 
properly given, stand shock as well as those 
under nitrous oxide anesthesia. 

The endotracheal and endopharyngeal 
methods are used successfully in lung sur- 
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gery, as far as the immediate operation 
is concerned. Each method requires an 
initiatory anesthesia so deep as to abolish 
all reflexes before the insertion of the tubes. 
This initiatory anesthetic favors lowered 
blood-pressure and lowered temperature, 
and would be a serious handicap to a patient 
previously exsanguinated or in a state of 
shock from other causes, and might pos- 
sibly prove fatal. The endotracheal method 
is an operation in itself, requiring additional 
time, and accidents occasionally occur. For 
these reasons both methods were discarded 
for a safer and simpler one. 

The method finally selected, by process of 
elimination, calls for the use of an air-tight 
face mask, with a rubber-bag reservoir for 
the gases close to the mask. A pressure of 
from 5 to 12 mm. of mercury had already 
been decided upon as a result of the animal 
experiment. This pressure was first de- 
termined by means of a mercurial mano- 
meter placed in the circuit, but this was 
discarded as unnecessary when it was found 
that the required pressure could be esti- 
mated easily by the following observation: 
When the rubber bag is slightly overdis- 
tended with the gases, to such an extent 
that upon full inspiration the seams of the 
bag are still slightly distended, there is a 
pressure of from 5 to 7 mm. of mercury. 

The positive-pressure method used in- 
volves: A constant supply of fresh gases; 
a constant escape of some of the gas; a 
slight amount of rebreathing. 

The escape of the gases may be through 
an expiratory valve, although a valve is 
not absolutely essential, since the mask may 
be held in such a way that a constant leak- 
age occurs. No air can possibly enter the 
apparatus at any time when positive pres- 
sure is sustained. A slight positive pressure 
in addition to the gases is unquestionably an 
important factor in maintaining anesthesia. 

The value of positive pressure as a 
factor in maintaining anesthesia was recog- 
nized by the earliest observers. Paul Bert 
was fully convinced that anesthesia with 
nitrous oxide could not be maintained with- 
out positive pressure, and he had con- 
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structed for this purpose an apparatus 
weighing many hundreds of pounds. 

The army apparatus for administering 
nitrous oxide and oxygen is so simplified 
and so inexpensive (the whole apparatus 
weighs not over five pounds) that it may 
be universally used, not only for lung sur- 
gery but for other operations as well. 

This positive-pressure method, in addi- 
tion to enabling: the surgeon to accomplish 
the best work in lung surgery, allows the 
anesthetist to give a higher percentage of 
oxygen, while still maintaining the same 
degree of anesthesia. With positive pres- 
sure we never give less than one part of 
oxygen to three of nitrous oxide. 

Experiments by Cannon and Cattell with 
the army apparatus show that, when three 
holes of nitrous oxide and one of oxygen 
is given, both anesthesia and blood-pressure 
are fully maintained ; but when the propor- 
tion is four to one, the blood-pressure grad- 
ually falls. This simply means that it is 
important to give the maximum amount of 
oxygen at all times with any apparatus that 
may be used. Usually two holes of oxygen 
and six of nitrous oxide is the minimum 
amount, the percentage of oxygen being 
rapidly increased, as circumstances allow. 
Both percentage and quantity are important. 
For the best results it is also important fo 
have the largest sized cylinders, 3500-gallon 
nitrous oxide and 1200-gallon oxygen con- 
tainers. This relieves the anesthetist of all 

‘ worry with regard to the supply of gases 
and the ability to use them unstintingly as 
needed. 

In the laboratory one or two dogs were 
lost from maintaining too deep an anes- 


thesia. Full surgical anesthesia that is safe - 


without preliminary medication was found 
to be unsafe with this medication. For 
these reasons the technique gradually 
evolved from deep to light anesthesia, and 
finally to analgesia with unconsciousness. 
This evolution depended in a very large 
measure upon the observations and the 
work of Captain Middleton as medical con- 
sultant and pathologist, and upon his ob- 
servations in the shock ward, upon the 
radiographic work of Dr. Drane, and most 
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especially upon the experiments of Lieut.- 
Colonel Cannon. As the morphine was 
gradually increased, it was found that more 
oxygen could be given and that the patients 
were more comfortable and quiet after the 
operation than when inhalation anesthesia 
alone was depended upon. The high per- 
centage of oxygen used, in connection with 
other obvious symptoms, would seem to 
prove that analgesia and not anesthesia is 
present. In the system outlined in this 
paper from 15 to 35 per cent of oxygen is 
used. : 

The face-mask method with positive 
pressure may be used without preliminary 
medication. ‘Inasmuch as with preliminary 
medication the narcosis comes on sooner 
and with less forcing of the inhalation 
anesthetic, and, furthermore, as the margin 
between complete anesthesia and respiratory 
failure is lengthened, thus making it a safer 
procedure, some form of preliminary medi- 
cation should be used whenever practicable. 

The next most powerful analgesic to 
morphine is ether four drachms, liquid 
paraffin six drachms, mixed and given by 
mouth with salt, pepper and lime juice on 
the bottom of the wineglass and also on 
top of the mixture. This should be given 
thirty minutes before the operation, and 
may be repeated in ten minutes, if neces- 
sary. 

The other preliminaries that have a pow- 
erful synergistic effect with nitrous oxide 
or ether are bromide of potash and paralde- 
hyde, two drachms of each, given in four 
ounces of water at about 115° F., by 
rectum. 

He thus summarizes the technique: 

Hypodermic of morphine sulphate, one- 
quarter, three-eighths, or one-half grain, 
with three-eighths as the average dose, 
forty to sixty minutes before operation. 

The face-mask method of anesthesia 
with, preferably, nitrous oxide and oxygen, 
or ether, air, and oxygen. 

Positive pressure, slight at first, but from 
commencement of anesthesia increasing to 
from 5 to 10 mm. of mercury during oper- 
ation; then gradual withdrawal as oper- 
ation is completed. 
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The highest percentage and _ largest 
amount of oxygen permissible with regular 
breathing. 

First-stage anesthesia, 
analgesia throughout. 

Constant increase of oxygen as operation 
proceeds (but never to the point of ful- 
filling all physiological needs, and so 
temporarily arresting respiration). 

The value of the method herein detailed 
has been summarized, from the clinical 
point of view, by Cannon as follows: 

Three months’ active experience in the 
clinical application of these experimental 
data specifically, reduction of the incidence, 
degree and extent of pleurisy. 

Prevention of contralateral collapse. 

Practical elimination of pneumonia as a 
complicating factor. 


with morphine 


Operation performed under analgesia 
rather than anesthesia, permitting success- 
ful surgical intervention in otherwise hope- 
less chest wounds, and eliminating to a 
large degree the anesthetic factor in shock. 





RELAPSES AFTER PROSTATECTOMY. 


BLum (Urological and Cutaneous Re- 
view, May, 1920) reports that statistics 
show that the mortality figures of perineal 

"prostatectomy are about 6.5 per cent, this 
based on a total sum of nearly 3000 cases. 
Concerning suprapubic prostatectomy, sta- 
tistics collected in 1918 from 2044 cases 
of different surgeons give a mortality per 
cent of 8.5. The mortality figures for 
individual surgeons exhibit astonishing 
variations, from 5 to 20 per cent. Blum 
states he lost but 2.5 per cent. 

Statistics published by Bentley Squier in 
1913 gave the following results: From his 
100 cases—71 perineal and 29 suprapubic— 
seven died, four of the perineal and three 
of the suprapubic. Of 35.cases coming 
under his observation in the last five years 
treated by conservative, non-operative 
measures, five were carcinomatous and 30 
were benign hypertrophies. Of the latter, 


17 were compelled to use the catheter con- 
tinually ; 14 of them died on an average of 
two years and ten months after beginning 


the use of the catheter. In 12 cases the 
death was connected with the constant use 
of the catheter (pyelitis, nephritis, sepsis). 
Of the other patients who were not com- 
pelled to use the catheter 50 per cent lived. 
Half of them died on the average of four 
years and eight months. The use of the 
catheter, therefore, shortened the life on an 
average by two years and eight months. 

The following are the possibilities of re- 
currence after prostatectomy: 

Carcinomatous relapse: (a) As a local 
recurrence after extirpation of a carcino- 
matous prostate. (b) As a carcinomatous 
degeneration of the site of operation or of 
the scar after removal of an apparently 
benign tumor, but in reality one . under- 
going malignant change. 

Recurrence due to an incompletely pér- 
formed’ prostatectomy—that is, in place of 
a total or subtotal prostatectomy, an incom- 
plete operation. 

Recurrence in consequence of cyst forma- 
tion in the loge prostatique—an observation 
made by Papin, cited by Nogues. 

Recurrence due to the new formation of 
the glandular tissues. 

The process in so-called prostatic hyper- 
trophy is not at all one of true hypertrophy, 
but of a fibromyomatous or adenomatous 
new growth in a very circumscribed area 
of the normal prostate proceeding from the 
suburethral glands, and filling the posterior 
part of the urethra from the orificium 
internum to the caput gallinaginis. That 
which we have heretofore designated the 
capsule of the hypertrophied prostate is in 
fact nothing more than the normal prostate 
with both its lateral lobes pressed flat in its 
length and breadth, and surrounding the 
really fibroadenomatous growth. Now we 
know from the anatomical investigations 
of Tandler and Zuckerkandl performed 
upon cadavers of persons operated upon for 
prostatic hypertrophy, and from operations 
performed upon cadavers, that what we 
have been accustomed to call total prosta- 
tectomy, as a matter of fact, is merely the 
enucleation of the adenomatous and myo- 
matous nodules enclosed in a sheath com- 
posed of the normal prostate. Consequently 
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prostatic tissue remains behind from which 
theoretically recurrence of prostatic hyper- 
trophy may take place. It is true that, 
according to the conception of the French 
authorities quoted, since the origin of the 
enlargement consists-of a hypertrophy of 
the suburethral and paraurethral glands, a 
recurrence would be very improbable, even 
almost impossible, since in the suprapubic 
prostatectomy the prostatic urethra with all 
of the surrounding tissue, including the 
glands clear to the caput gallinaginis, is 
extirpated ; but how often it is that we find 
after suprapubic prostatectomy when we 
examine the site of operation, nodules the 
size of a hemp-seed or a pigeon egg, 
Legueu’s lobes erratiques, Nogues’ spher- 
oids, still adhering to the walls of the 
cavity! A true recurrence after prosta- 
tectomy may well occur from a simple 
process of growth and increase in size of 
this adenomatous tissue which may, under 
certain conditions, escape detection by 
palpating the site of operation with the 
finger. It is, therefore, reasonable to main- 
tain that one is not warranted in claiming 
that a recurrence of the prostatic tumor, 
without malignant change, cannot take 
place following prostatectomy. 





THE ANTIVENEREAL CAMPAIGN IN 
PANAMA. 

Bocock (Urologic and Cutaneous Re- 
view, May, 1920) reports that since 1904 
there have been 27,633 cases of venereal 
disease among employees and their fami- 
lies actually treated in the Canal Zone by 
American physicians, and the admission 
rate to American hospitals has remained 
fairly constant at 12%4 per cent. Up to 
and including 1918 the malarial incidence 
has steadily decreased. This is not true of 
the venereal infections. Most of the cases 
have been contracted in the city of Panama. 
As a result of issuing a quarantine against 
the citizens of Panama and Colon the num- 
ber of venereal cases promptly diminished, 
running from 451 to 35. The average num- 
ber of new cases in the command of the 
same strength, 11,000 soldiers, was four 
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monthly, as contrasted with 75 for each 
month of the pre-quarantine period. The 
complete programme as outlined by the 
American Health Service was instituted in 
Panama. 

While the results that have been accom- 
plished are gratifying, it is thoroughly 
realized that the field has hardly been 
touched. So great is the feeling in this 
Republic that prostitution is a necessary 
evil and that venereal disease is of very 
little consequence, that it is practically im- 
possible at the present time to carry on a 
campaign that will accomplish more than a 
limited amount of good results. The best 
that can be hoped for now is to spread as 
much favorable propaganda as possible and 
to attempt to educate the people to the 
point where, a little later on, laws may be 
enacted and enforced which will bring 
about the abolition of commercial prostitu- 
tion in this city. At present the lawmakers 
as well as the populace are against any 
attempt at abolition; consequently it would 
be futile to even think of accomplishing it 
under the present government. However, 
by carrying on the educational work in a 
vigorous manner for a few years it is felt 
that it will ultimately be possible to secure 
the passage of laws which will eliminate 
recognized prostitution from the city and 
limit to a minimum one of the greatest of 
all scourges to humanity—venereal disease. 





TRICHOMONAS VAGINITIS. 


The trichomonas vaginalis from its re- 
semblance to the spermatozoon has tended 
to support false rape accusations. In a 
Pennsylvania case it secured a conviction 
through the testimony of an “expert micro- 
scopist,” who never realized his error until 
a biologist demonstrated the trichomonas to 
him some years later. In a Chicago case the 
State attempted to use it as rape motive 
evidence in a homicide case, where death 
was due to the untoward effect of a pro- 
prietary preparation. Here genitals which 
were almost infantile showed no evidence 
of violence. Although the rectum was 


normal, the finding of the trichomonas in 
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it led to an assistant State attorney’s claim 
they were spermatozoa, and hence demon- 
strated rape. The State experts pointed out 
their real nature and the claim was not 
maintained. 

In many cases of alleged rape there ap- 
pears what is called gonorrhea, but the 
accused is perfectly healthy. Such “gonor- 
theas” often clear up rapidly. They are 
probably vaginitis of the trichomonas type 
pointed out by Hoehne of Kiel in 1916, 
and lately discussed by J. B. DeLee. In 
the cases seen by DeLee the gonococ¢cus 
was absent. The intestinal canal harbors 
the trichomonas vaginalis. They were first 
found in the vagina in 1837 by Donne. 
Hans Mann found them in about 40 per 
cent of women, pregnant and non-pregnant, 
and Hoehne in 27 per cent. DeLee has not 
found them in apparently normal vaginal 
mucus, but they occur sometimes without 
real evidences of vaginitis, though few in 
number. 

Culture of the trichomonas is impossible, 
and their absolute action in the etiology of 
vaginitis has not yet been demonstrated. 

The trichomonades are infusoria ; whether 
they are a species of the trichomonas 
intestinalis is not known. In size they are 
larger than the white blood corpuscle, but 
smaller than the vaginal epithelium. They 
appear opalescent, semiopaque, of varying 
shape and size like a flounder or a turnip, 
flattened, and are very active, which renders 
their discovery quite easy. They alter their 
shape readily, have pseudopodia, and pre- 
sent the contortions of a flounder out of 
water. 

They are to be found by studying a 
hanging drop of the fresh secretion under 
a moderately high power. The fresh secre- 
tion must be used, and the reason the 
trichomonades have not oftener been re- 
ported and the etiology of the vaginitis thus 
discovered is because+ nowadays bacteri- 
ologists always stain the smears. Thus 
the trichomonades are killed, and they then 
resemble vaginal epithelium. 

The woman complains of obstinate 
vaginal discharge, pruritus, sleeplessness, 
burning, general weakness, and of being 


run down. .The vulva is reddened, the 
vagina also, and often rough like a nutmeg 
grater; sometimes minute hemorrhages are 
seen in the vaginal epithelium. - The cervix 
is sometimes affected. The discharge is 
profuse, excessive, mucopurulent, thin, 
bubbly, acrid, and with a disagreeable 
odor. Its irritating character is shown by 
the erosion of the skin, and especially in 
fat women there is an obstinate foul-smell- 
ing intertrigo. Sometimes there are pointed 
condylomata. It used to be thought that 
pointed condylomata always meant gonor- 
rheal vaginitis; but simple trichomonas 
vaginitis may be thus complicated. 

As skilled observers have found the 
trichomonas in normal vaginas, it is evident 
that it does not always have the vaginitis 
pathogenicity. The dangers to victims of 
the pseudologia phantastica erotica from 
the trichomonas deserve serious attention 
in rape accusations.—Urologic and Cutane- 
ous Review, May, 1920. 





THE IMMEDIATE TREATMENT OF 
VENEREAL DISEASE. 

BurkE (The Practitioner, July, 1920) 
holds that for the treatment of gonorrhea 
all that is required is some form of irri- 
gation instrument. A urethral syringe is 
no part of the venereal equipment. 

The principle of irrigation—Janet’s grand 
lavage—is worthy of explanation. The 
patient first of all empties his bladder and 
thus washes out both his anterior and 
posterior urethra. The external meatus is 
then cleaned with a solution of potassium 
permanganate. The reservoir is filled with 
a solution of permanganate, 1 to 5000, at 
a temperature of 120° F. The patient may 
be either sitting in a chair or lying down. 
With the reservoir three feet above the 
patient’s pelvis the nozzle is inserted into 
the meatus and the stop-cock opened. The 
pressure at this height is not usually suf- 
ficient to overcome the compressor muscle. 
By this means the anterior urethra is 
washed out and to a certain extent dilated. 
The whole reservoirful is used in this an- 
terior washing. After the reservoir is 
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refilled it should be raised to six feet above 
the pelvis of the patient. The object now 
is to fill the bladder, to secure wide dilata- 
tion of the urethra, and to insure that any 
infective material that may have passed 
the compressor will be rendered harmless. 
No matter what experience one may have, 
or how careful one may be, there is always 
the chance of ‘some infective matter having 
got into the posterior urethra. The filling 
of the bladder insures that such material 
will be overwhelmed with an antiseptic 
deluge and will not be allowed to remain 
behind the compressor, but will be washed 
out. In this way alone can one insure 
safety. The previous thorough irrigation 
of the anterior urethra makes it tolerably 
certain that it is clean before the posterior 
irrigation is commenced. Any gonococcal 
material washed back during either irri- 
gation will have no opportunity of doing 
harm. 

In certain patients there. is a difficulty 
in overcoming the resistance of the com- 
pressor. This can usually be surmounted 
by getting the patient to breathe deeply, by 
engaging him in conversation so as to dis- 
tract his attention, or by directing him to 
endeavor to pass water. This generally 
succeeds in causing the compressor to 
relax. After a little practice one can “feel” 
the compressor from the resistance to the 
fluid. It may be necessary to “dodge” this 
muscle by directing a series of jets of fluid 
against it. This induces fatigue and mo- 
mentary relaxation, and when this is felt 
to happen the fluid must be allowed to run 
in steadily. The pressure of the fluid 
maintains the relaxed condition of the 
muscle. After the bladder is full, the 
patient passes out the solution. The pos- 
terior irrigation should be continued until 
the permanganate solution returns the 
same color as when it went in. This treat- 
ment should be carried out twice daily. 
The strength of the solution should be 
gradually increased until it is used in a 
proportion of 1 to 500 for anterior and 
1 to 800 for posterior irrigation. The 
routine is ten days’ treatment. 

As regards internal treatment, what is 
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aimed at is to keep the urethra clean with 
a flow of bland, non-acid urine. Fruit, 
meat, alcohol, vegetables, highly seasoned 
food, cheese, etc., should be used as little 
as possible. A diet consisting of milk, 
porridge, bread, fish, puddings, and as 
much water as the patient can drink 
should be given. Three or four quarts of 
this most excellent diuretic should be con- 
sumed daily. Tea may be taken in mod- 
erate quantities. An alkaline diuretic is 
useful. 

The treatment of the chancroid should 
be vigorous. The complete destruction of 
the ulcer should be done immediately. This 
is the only way in which to obtain a healthy 
granulating surface. After this has been 
accomplished, the only other requirement 
is scrupulous cleanliness. The ulcer may 
be destroyed by nitric or carbolic acid, but 
by far the most satisfactory method is by 
the actual cautery. The lesion and its sur- 
roundings should be made thoroughly clean 
and then rendered anesthetic by the in- 
jection of a half-per-cent solution of no- 
vocaine. The white-hot iron must be 
carried into every recess of the ulcer and 
into the surrounding tissues. Success can 
follow only complete destruction. After 
cauterizing, the part should be sprayed 
with hydrogen peroxide and then dressed 
with iodoform. The eschar comes away 
in a few days and leaves a raw, healthy 
surface. 





RADICAL CURE OF GONORRHEAL 
IRITIS. 

BrowninG (Proceedings of the Royal 
Society of Medicine, June, 1920) observes 
that gonorrheal iritis, being a late sequela 
of gonorrhea, is not as-a rule seen first 
hand by a specialist in venereal diseases, 
with the result that it is more often than 
not treated as a local affection. In this 
way it has come to be talked of as “recur- 
rent iritis,” whereas few, if any, cases of 
gonorrheal iritis ought to occur in the first 
place, and certainly ought not to recur if 
properly treated. 

By proper treatment of the genitourin- 
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ary tract and the cure of the disease exist- 
ing therein, a permanent cure of the gon- 
orrheal iritis will follow. 

He regards the disease as toxic, stating 
that the organism has only been isolated 
from the eye in one case, and then only 
from the blood-stained exudate from the 
anterior chamber of a patient suffering 
from acute gonorrheal septicemia. 

That the iritis is gonorrheal in nature is 
suggested by the following observations: 

There is generally a definite history of 
gonorrhea some years previously. There 
is specific reaction to gonorrheal vaccines. 
It is associated, though not 
with gonorrheal rheumatism. There may 
be recurrence of iritis or exacerbation of 
symptoms after prostatic and vesicular 
massage, probably due to the liberation of 
toxins and bacteria, dead or alive, into the 
blood-stream. 


invariably, 


The gonorrheal nature of 
the affection is further suggested by elim- 
inating as far as possible all other sources 
of infection, such as pyorrhea, septic ton- 
sils and ‘ears, Cystitis, alimentary infections, 
etc. 

Treatment must be considered under 
two headings, preventive and radical. 

The preventive treatment of gonorrheal 
iritis really rests with those who see the 
gonorrhea in its early stages, as no case of 
gonorrhea can be said to be cured till the 
prostate and vesicles have been carefully 
examined, and proved by repeated. exam- 
ination of their contents, expressed by 
massage, to be free from infection. All 
cases of gonorrhea should be treated with 
vaccines, for although they do not materi- 
ally shorten the acute stage of the disease, 
‘there is considerable evidence to show that 
complications and sequele are to a large 
extent prevented by their use. 

The radical treatment suggested is as 
follows: 

The immediate and continued treatment 
by vaccines and prostatic and vesicular 
massage, and. attention to urethral condi- 
tions if such exist. 

An autogenous vaccine should be used if 
possible, but while this is being prepared 
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suitable doses of a reliable mixed vaccine 
may be given. 

The cure of the iritis depends on the 
cure of the accompanying prostatitis or 
vesiculitis, and this is* generally brought 
about by massage. Massage of the prostate 
and vesicles is a difficult and arduous 
operation, and unless done by an expert is 
useless. 

Gonococci are not found in all cases of 
iritis, but this is probably due to the diffi- 
culty of detecting the organism, which is 
often stained badly, or lost in a mass of 
spermatozoa, pus cells, epithelium, and 
other organisms ; but the fact remains that | 
even when the gonococcus is not found the 
iritis is cured when the urine examined 
after massage gives a normal deposit. ° 





THE ASSESSMENT OF HAND 
INJURIES. 

SCANLAN (Lancet, June 26, 1920) notes 
that concerning the foot a Symes and a 
Chopart are both assessed at 50 per cent 
of the amount due for a total disablement, 
and a Lisfranc at 40 per cent. No such 
schedule exists for injuries involving the 
carpal and metacarpal bones. 

It is not only the absence of a fixed 
schedule for injuries of the carpal and 
metacarpal bones which causes trouble in 
assessment. Difficulties arise from faulty 
nomenclature and the use of expressions 
which are not strictly anatomical. One 
has only to peruse three or four reports 
dealing with the same hand injury to 
appreciate this. 

Assessing hand injuries in accordance 
with the. Royal Warrant of the Ministry 
of Pensions, the schedule for definite in- 
juries has to be strictly adhered to. The 
right hand is assessed at 60 per cent; right 
thumb or four fingers at 40 per cent; two 
fingers 20 per cent. There is a scale for 
minor injuries for individual fingers and 
parts thereof. As stated above, there is no 
corresponding Symes; Chopart, or Lisfranc 
operation in dealing with the hand, so that 
injuries involving the carpal and meta- 
carpal bones have to be assessed on general 
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considerations. No matter how great the 
mutilation of the right hand, the assess- 
ment cannot be over 60 per cent, the value 
of the entire hand. Injury involving loss 
of the carpal bones nearly invariably im- 
plies loss of the corresponding metacarpal 
bones and phalanges. We know the 
assessment for the loss of the whole hand 
and also the assessment for the fingers, so 
that there should not be any great diffi- 
culty in dealing with conditions existing 
between these two points. The thumb is 
the most important factor, and its pres- 
ence or absence will seriously affect the 
, assessment. 

In assessing hand injuries the prospects 
of improvement by surgical interference 
will’ be kept in mind. The assessor will 
have the opportunity of utilizing his sur- 
gical knowledge and of making suggestions 
to the parties concerned. A hand with one 
finger permanently ankylosed and bent 
into the palm may seriously interfere with 
the power of grip of the hand. Amputa- 
tion is called for as the only means of re- 
storing the usefulness of the hand. Re- 
fusal to undergo operation would be 
deemed unreasonable. Accidents arising in 
the employment of large corporations have 
the advantage that suitable work can be 
offered to men with €ertain disabilities. 





ANESTHESIA IN EXPERIMENTAL 
SURGERY. 

Mann (American Journal of Surgery, 
July, 1920) contributes a paper on this 
’ subject. He states that if it is necessary 
to operate when a general anesthetic would 
complicate the experiment, it is perfectly 
feasible to employ any of the best local 
anesthetics with the assurance that no con- 
sciousness of pain will be produced. It is 
important to bear in mind that the welfare 
of the animal must constantly be consid- 
ered; the infiltration must be complete; 
plenty of time must be allowed for the 
substance to act, and the tissues must be 
handled with extreme care. 

A general anesthetic is used in all but a 
small number of cases. The three most 
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commonly employed anesthetics have been 
used in Mann’s work. 

Nitrous-oxide-oxygen may be used, but 
it does not maintain a constant anesthesia 
in laboratory animals, and its method of 
administration and cost preclude its routine 
use. 

Ether is without doubt the best anes- 
thetic to use for most laboratory work. 
The method and technique of anesthesia 
have been developed for the use of this sub- 
stance. Of course for purely physiologic 
work many substances, such as urethane 
and chloretone, may be used. 

Through several years of experience he 
has found the method of anesthesia here- 
witht described very satisfactory. It was 
first devised by McGrath and termed the 
autoinhalation method. He has adapted it 
with a few changes to his own particular 
work. The method consists in an initial 
etherization of the animal in a closed cab- 
inet, intubation on the operating table, and 
the maintenance of the anesthesia by at- 
taching a simple ether can. to the intra- 
tracheal tube. 

The preanesthetic treatment consists.only 
in withdrawal of food for at least twelve 
hours; this is sufficient so far as the an- 
esthetic is concerned, but it is usually 
necessary to fast the animal for from 
eighteen to twenty-four hours, depending 
on the operative procedure planned. The 
animals are given water freely. Atropine 
and morphine are not given, except for 
special reasons; it is not necessary nor 
advisable to administer these drugs 
routinely. 

The etherizing cabinet is a galvanized 
iron box with a hinged lid. It may vary in 
size, but should be large enough to ac- 
commodate the largest dog. The cabinet 
that he found most generally useful was 
75 cm. long, 50 cm. wide, and 60 cm. deep. 
This size is very convenient to use but 
larger than necessary. There are two glass 
windows in the lid, and a funnel leads to 
a sponge within a wire basket attached to 
the under surface of the lid. A rubber rim 
makes the lid fit snugly and practically air- 
tight. If it is necessary to administer a large 
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number of anesthetics, two of these ether- 
izing cabinets can be used to advantage, 
one large enough for the very large dogs 
and a smaller one for the small and 
medium-sized dogs. 

The animal is placed in the etherizing 
cabinet, the lid closed securely, and ether 
poured through the funnel-until it saturates 
the sponge. The funnel. is then closed by 
setting the ether can on the top of it. The 
ether soon vaporizes, but the tension nec- 
essary to saturate the blood to the degree 
which will produce surgical anesthesia is 
produced slowly; the animal usually strug- 
gles little and makes practically no noise. 
The time necessary to produce complete 
relaxation varies with the different animals. 
The average is ten minutes. This time can 
be decreased to four minutes by forcing 
ether vapor in the cabinet as advised by 
McGrath. A heater under the funnel also 
vaporizes the ether quickly and decreases 
both the amount of ether and the time 
necessary to produce relaxation. As soon 
as the animal is completely relaxed, it is 
placed on the operating table and intubated, 
and the ether can connected. 

Intubation in the dog is simple, provided 
three necessary conditions are fully main- 
tained: First, the animal must be anes- 
thetized to full surgical anesthesia; second, 
the body must be perfectly straight and 
the animal on its back; third, the tongue 


must be pulled forward in a_ perfectly 


straight line. The latter procedure throws 
the glottis in full view and a metal tube 
can be inserted into the trachea. With this 
method of autoinhalation, the diameter of 
the metal tube should be such that it almost 
completely fills the trachea. It should be 
inserted down to the bifurcation and then 
retracted 3 or 4 cm. The time necessary 
for intubation and attaching the ether can 
is seldom more than one or two minutes. 

The ether can may be simple, or complex, 
as desired. On the whole Mann has found 
the simplest kind to be the best. The one 
generally used by him is made from 
an ether container in which two small 
straight metal tubes have been soldered in 
the top. To one of these is attached a 
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T-tube connected by rubber tubing to the 
intubation tube. A small valve in the T- 
tube allows the entrance of air which does 
not contain ether vapor. A small piece of 
paper is pasted to the other opening in the 
can; this acts as an indicator of the rate 
of respiration. The animal breathes the 
air over the ether which contains a rela- 
tively high ether tension. The anes- 
thesia, when once regulated, can be main- 
tained for an hour or more without any 
further attention of the anesthetist. 





EXPERIMENTAL STUDIES ON THE 
EFFECT OF ANESTHETICS 
IN SHOCK. 


CatTELL (American Journal of Surgery, 
July, 1920) summarizes the results of a 
research on the subject as follows: 

In the normal animal ether rapidly ad- 
ministered causes a moderate fall in blood- 
pressure, followed immediately by a re- 
covery, so that by the time a degree of an- 
esthetization is reached sufficient to cause 
a disappearance of the eye reflex, the pres- 
sure is normal. In shock the animal be- 
comes very sensitive to ether, the same de- 
gree of anesthesia produced under exactly 
similar conditions resulting in a marked 
drop in blood-pressure. ; 

An increased sensitiveness to ether is 
brought about by any circumstances which 
tend to depress the general condition of 
the animal, such as low blood-pressure, 
hemorrhage, severe operation, or the in- 
jection of acid into the circulation. 

In a shocked animal, sensitive to ether, 
nitrous oxide and oxygen may be given in 
the most favorable proportions, so as to 
produce the same degree of anesthesia 
produced by ether without causing a fall 
in blood-pressure. 

Experiments on the heart volume in 
intact cats, and on contractions of the iso- 
lated turtle heart, together with deductions 
from blood-pressure, show that ether, from 
the very beginning of its administration, 
results in a depression of the heart and a 
decrease in its output, which is sufficient 
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to account for the fall in pressure in both 
the normal and the shocked animal. 

Large doses of adrenalin injected intra- 
venously in shocked animals usually result 
in the disappearance of the sensitiveness 
to ether for a period of:an hour or more. 
The evidence indicates that adrenalin acts 
on the heart in a manner which antagonizes 
the effects of ether. Pituitrin does not 
influence the pressure drop produced by 
ether in the shocked animal. 

Determinations of leg volume with a 
plethysmograph, perfusion experiments, 
and results obtained from the injection of 
ether directly into the circulation, together 
with the form of the blood-pressure curves, 
indicate that ether causes a contraction of 
the peripheral vessels in the normal animal. 
This constriction is caused by a direct 
stimulation of the vasomotor center and by 
a reflex to the fall in pressure resulting 
from depression of the heart. In shock 
no evidence of a vasoconstriction produced 
by ether was obtained, and pressor effects 
from asphyxia or sensory nerve stimulation 
become less or are entirely absent. 

The cause of the greater depressing in- 
fluence of ether on the blood-pressure in 
shock is a disturbance of the vasomotor 
system. The usual compensatory constric- 
tion no longer occurs to offset the de- 
creased output of the heart, so that there is 
no recovery of the blood-pressure during 
the inhalation of ether, but instead the pres- 
sure continues to fall. This might be due 
to a depression of the vasomotor center 
or to an already existing maximum con- 
striction, so that there would be no com- 
pensation. 





PROGRESS IN SURGERY. , 


Ristey (Boston Medical and Surgical 
Journal, July 8, 1920) quotes Finton and 
Put, who find that the free graft has dis- 
tinct advantages over the attached graft. 
The piece removed should be on the free 
border of the great omentum; the latter 
should not be greatly puckered and cut 
edges should be covered. The graft must 
be thin, spread out carefully on the injured 
part, the cut edge rolled under and 
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held in place by several fine silk sutures. In 
the absence of infection the graft survives 
at least six months very little changed. The 
indications for use are, to replace lost por- 
tions of peritoneum to reénforce suture 
lines, to prevent adhesions, to check hem- 
orrhage, and to reénforce peritoneum in 
threatened perforations such as may occur 
in malignant disease. 

Strohey goes into great detail in -the 
study of nerve injuries and their repair, 
and pretty definitely demonstrates that the 
nerve flap as a means of bridging nerve 
defects is futile. By splitting or cutting a 
flap from the central portion of the nerve, 
a definite part of the down-coursing 
neuraxones are permanently destroyed. 
Flaps cut from the distal stump deprive 
the peripheral nerve of a definite portion 
of its conducting paths also. Experiment- 
ally and clinically, it has been shown that 
nerve flaps do not serve as conducting 
paths for the downward neuraxones. 
Nerve flaps, whether central or distal, be- 
come degenerated partial uerve segments; 
continuity and union of neuraxones do not 
take place at the point of suture. The 
author believes that the nerve flap method 
to bridge nerve defects should be discarded 
in peripheral nerve surgery. 

Aschner fairly well summarizes the 
present-day opinion regarding the treatment 
of acute pyogenic empyema. This opinion 
is largely the result of the enormous amount 
of work done on this disease during the 
influenza epidemics coincident. with and 
following the war. Minor intercostal 
thoracotomy is undoubtedly the operation 
of choice. With this operation the patient 
need not necessarily be removed from his 
bed; the entrance to the thoracic cavity is 
made under local anesthesia with blocking 
of the intercostal nerves. The procedure is 
preceded by aspiration to determine the low- 
est point for drainage. An air-tight wound 
is made by introducing a tube or catheter 
through a trocar opening. Cases may 
often be hastened in recovering by the use 
of Dakin’s fluid and the suction pump. 
Further and further study of the acute 
cases convinces one of the logic of the in- 














tercostal procedure. It probably remains 
true, however, that for chronic cavities 
with adhesions rib resection is the opera- 
tion of choice. 

A paper entitled “The Technic of Ap- 
pendectomy” by Soresi seems to be one of 
the most valuable contributions to surgical 
literature for some time. The text is 
beautifully illustrated by excellent draw- 
ings and diagrams, all of which are very 
clear and much in point. Soresi shows 
that no matter how changeable are the 


shape, position, size and relation of the’ 


appendix, there is one point which is al- 
ways fixed. This point is the implanta- 
tion on the cecum or its base. Therefore 
in searching for the appendix, especially 
in the acute case, the surgeon should not 
look first for the tip, which will generally 
necessitate the breaking up of valuable 
protective adhesions, but he should locate 
the cecum and the base of the appendix, 
which is much easier and much less danger- 
ous to do. Can the surgeon locate and re- 
move the appendix without breaking the 
protective adhesions built by the peri- 
toneum, and without spreading infection, 
no matter what are the condition and lo- 
cation of the appendix? The answer is 
“Yes,” if the technique advocated, which is 
the opposite of the technique nowadays, is 
followed. This has as its foundation the 
advice to look for the base and not the tip 
of the organ, keep away from the peri- 
toneal cavity, do not use protective pads, 
work always in the open, seeing exactly 
what you do and how you do it, knowing 
that it is exactly what you want to do and 
that it is done as you want it to be done. 
Soresi divides the right lower quadrant into 
safetyland and dangerland. Safetyland in- 
cludes the two external thirds of the cecum 
with the base of the appendix. Dangerland 
includes the internal third of the cecum and 
the general peritoneal cavity. The author 
never uses the muscle-splitting incision, 
but a generous linear pararectus incision, 
which brings one down directly over the 
cecum. When the peritoneum is reached 
it is freed from adhesions binding it to the 
cecum, but only on the external side. “We 
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do not for any reason ever touch the ex- 
ternal edge of the peritoneum, much less 
try to free it from any adhesions binding it 
to the cecum. We keep always outside of 
the border between safetyland and danger- 
land; raise up the peritoneum and apply a 
blunt retractor to the outer edge of the 
incision, close to its lower angle, and raise 
up the cecum with a soft sponge-holder 
covered. with rubber, applied to its lower 
external portion.” The base of the appen- 
dix is surrounded by a purse-string suture 
and severed between clamps and inverted, 
but the base not tied; for tying and in- 
serting leaves a closed cavity which is very 
apt to be a source of future danger. It is 
considered safe to leave in a part of a tip 
which ‘would be difficult or dangerous to 
remove, but never a part of the base, which 
would be a dangerous source of future in- 
fection. The author strongly condemns 
the usual abdominal wound cigarette or 
tube drainage, which does not really 
drain-uphill or through the early occluded 
meshes of the gauze, but shows very 
clearly why stab-wound drainage at a de- 
pendent point in the flank by means of 
paraffin-smeared strips of gauze makes the 
best possible drainage, leaving the abdom- 
inal wound to be closed tight, hence ob- 
viating the danger of infection here and 
later possible hernia. 





THE MECHANISM OF URINARY OB- 
STRUCTION IN RELATION TO VARI- 
ATIONS IN RENAL FUNCTION. 

PLAGGEMEYER (The Leucocyte, May, 
1920) calls attention to types of cases, rare, 
and not often recognized, even at that. 

Ordinarily the verumontanum, which is 
formed by the ingrowth of the Wolffian 
and Mullerian ducts and their accompany- 
ing muscular coats and which lies on the 
floor of the prostatic urethra, becomes 
smaller and smaller at its lower portion, 
where its fibers finally disappear by spread- 
ing out-on the floor of the urethra. In the 
type of cases referred to, some of the tissue 
of the verumontanum is disposed in the 
usual way, but a considerable portion of 
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it continues down to the membranous 
urethra, where it divides into two portions 
and then attaches itself intimately to the 
wall of the urethra, leaving only a very 
small slit-like opening on the floor of the 
urethra. 

The manner in which the division into 
two rather thick membranous bands usu- 
ally occurs, and also the fact that the entire 
structure is more or less dome-shaped 
when seen at autopsy, make the term 
“diaphragm” suggested by Hugh Young 
seem most appropriate in reference to this 
anomaly. Almost complete obstruction to 
urinary outflow is caused by this unusual 
arrangement, and in the cases the author 
has seen there was such a great back pres- 
sure on the bladder, ureters, and kidneys 
that the function of the latter was practi- 
cally nil, only a trace of phenolsulphone- 
phthalein appearing at the end of two 
hours, with high blood urea content. 

Of course in such cases of congenital 
malformation expectation of life depends 
upon the actual amount of stricture caused. 
If the opening were large enough, the 
bladder might be able to compensate for 
many years and thus protect the kidneys 
from back pressure, but in all the recorded 
cases the opening has been so small that 
the cases presented early in life and rarely 
lived to the age of fifteen before kidney 
function failed entirely, with death from 
suppression. ‘ 

Usually in these congenital cases the 
dilatation of the urinary tract must begin, 
at least theoretically, as soon as any con- 
siderable amount of urine is secreted by 
the kidneys. On account of the obstruc- 
tion to urination the bladder fills up, and its 
continued contraction in an attempt to 
empty itself causes an enormous thicken- 
ing of its wall, and by hydrostatic pressure 
of long standing dilates the vesical sphinc- 
ter to such an extent that it becomes abso- 
lutely ineffectual, only a small ridge being 
left to mark its site; the posterior urethra 
thus becoming cone-shaped and directly 
continuous with the bladder lumen. This 
condition simulates that found in tabes, 
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but the presence of the obstructing veil 
would serve to clarify the diagnosis. 

The bladder itself, in these cases, usually 
develops an extensive hypertrophy of the 
wall, instead of undergoing a thinning-out 
process, and this is due to the fact that the 
pressure is gradual and long continued, in- 
stead of sudden and of short duration. The 
ureters and pelves of the kidneys appar- 
ently do not respond by an extensive thick- 
ening, comparatively speaking, or at least 
if they do so, at first, the increase in pres- 
sure overcomes such thickening and these 
structures, being architecturally less com- 
petent than the bladder and _ prostatic 
urethra, become enormously dilated and 
thinned out. and ultimately complete loss 
of function ensues. In the hydronephrosis 
which results we have the remarkable pic- 
ture of an organ secreting fluid under a 
gradually increasing pressure produced 
by itself, which finally brings about its own 
destruction. / 

It is rather difficult to explain why this 
particular anomaly should occur so fre- 
quently, as the point of obstruction in these 
cases is above the junction of the bulbous 
and membranous urethra, which is the 
generally accepted point of division be- 
tween that portion of the urethra which 
develops from the entoderm and that which 
is derived from the ectoderm. It would 
seem to be, not so much a lack of conti- 
nuity in the connecting parts, as is seen in 
congenital cystic kidney, but rather a mu- 
cous hyperplasia—an overgrowth of the 
wall of that part of the urethra which, 
having nowhere else to dispose of itself, 
plasters itself in two half-circles around 
the circumference of the urethra, forming 
an almost complete obstruction to the 
bladder outflow. 

Undoubtedly a great many of these cases 
have advanced to such a degree that there 
is very serious renal involvement and im- 
pairment of function at the time of birth, 
but since a number of the reported cases 
lived for several years it seems most im- 
portant to urge upon the medical profes- 
sion that any children who show a urinary 























output below normal, a dribbling of urine, 
abdominal masses in the kidney region, or 
other signs and symptoms pointing to a 
disturbance of the urinary organs, should 
have a thorough urethral exploration, since 
obstructions such as the type described may 
be relieved by proper instrumental treat- 
ment. One practical point to be remem- 
bered is that where there is a patent om- 
phalo-mesenteric duct opening, with the 
passage of urine through the umbilicus, the 
diagnosis of this type of obstruction is 
practically made without further examina- 
tion. 

Koll of Chicago has recently published:a 
series of twenty-five cases of bladder types 
which he considers diagnostic of tabes. 
The three points he brings out as of fun- 
damental 
Lateral trabeculation; wide, rigid ureteral 
orifices; thickening of the interureteric 
ridge. 

Koll has not painted the whole picture. 
The lateral trabeculations, with no trabecu- 
lations on the floor, and the gaping ureteral 
orifice are undoubtedly present in practi- 
cally every case of tabes, but the trigone 
may present either an interureteric ridge as 
Koll describes, or may be normal, or may 
even be atrophied beyond the point of rec- 
ognition. So the trigonal enlargement is 
not an invariable finding. However, with 
a dilatation of the posterior urethra as pre- 
viously described and lateral trabecula- 
tions with normal floor, accompanied by 
wide, sluggish ureteral orifices which might, 
in a way, be compared with the Argyll- 
Robertson pupil, the diagnosis of tabes may 
often be made by the urologist before other 
findings become positive. 

Not more than half of the men whose 
prostates are enlarged suffer from pros- 
tatic retention, and some of those who 
suffer from so-called prostatic retention 
have no hypertrophy of the prostate. These 
are the two facts which impress those who 
deny that enlargement of the prostate has 
anything to do with retention of urine. 
But they go too far in their conclusion. It 
is quite obvious that, in a large number of 
cases, prostatic retention is due to hyper- 
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importance in diagnosis are: 


-obstacles to urination. 
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trophy of the prostate, and it is equally 
obvious that in most instances the removal 
by prostatectomy of the hypertrophied por- 
tions of the prostate relieves the retention, 
but this is not always the case. 

After going into a seriatim study of all 
the possible combinations at the bladder 
neck, one is forced to the conclusion that 
even the lateral compression of greatly en- 
larged lateral prostatic lobes probably has 
little or no effect in interfering with the 
outflow of urine, for no matter how large 
the lateral lobes may be, by the very nature 
of their enlargement, water could pass 
through between them at the bottom, and 
the greater the bulging the greater the 
opening. 

It is rather to the floor of the bladder 
neck that we must look for a solution to 
the problem. The commoner types of ob- 
struction may be classified as follows: 

Middle lobe hypertrophy, the prostrate 
has five lobes; lateral lobe hypertrophy, 
without a clinically recognizable middle 
lobe ; general hypertrophy, in which neither 
middle nor lateral lobes are prominent; 
general hypertrophy, in which middle or 
lateral lobes or both are prominent; con- 
tracted bladder neck, the so-called fibrous 
median bar. 

Fortunately we are not compelled to go 
into a seriatim study of these mechanical 
The obstacle is 
much the same in either case. 

If one passes one’s finger into the bladder 
through a perineal opening into the urethra, 
the prostatic lobes may be felt bulging into 
the canal laterally, but one is always struck 
by the fact that the chief obstacle is at the 
neck of the bladder, whether this obstacle 
is due to prostatic hypertrophy in form of 
a middle lobe or bar, or to sclerosis in the 
form of a contracted bladder neck. One 
also notes the fact that when the bladder 
neck is tightly contracted, this contraction 
occurs almost wholly at the expense of the 
floor, while if only the lateral lobes of the 
prostate are enlarged the obstacle to the 
entrance of the finger into the bladder is 
a veil or bar of bladder neck lifted up be- 
tween these lateral lobes. No matter what 
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type of pathological entity is present, the 
finger always recognizes that between it 
and the bladder, on the floor of the urethra, 
there is elevated this abnormal obstruction, 
and this obstruction is the mechanical cause 
of urinary retention. It arises from the 
floor and not from the roof, even in cases 
of contracture and of lateral prostatic 
hypertrophy, because the roof of the 
urethra is more fixed (by the puboprostatic 
ligaments) than is the floor, and cannot 
be pulled down to form a curtain or veil. 

The precise way in which this obstacle 
interferes ‘with the outflow of urine from 
the bladder has never been absolutely 
proved. Unquestionably, it prevents the 
normal opening of the internal sphincter, 
thus causing the difficulty in starting the 
urinary stream. But why does it in so 
many cases reduce the bladder to a con- 
dition of partial retention in which the 
amount of residual urine is practically con- 
stant whether the patient stands upon his 
head or upon his feet? The explanation of 
the phenomenon is suggested by the fact 
that if a bubble of air is injected into the 
normal bladder this always issues after the 
last drop of urine is passed. In other 
words, the bubble floating on top of the 
urine under the vault of the bladder is the 
last thing to issue from the bladder in a 
normal urinary act. Moreover, if the blad- 
der contains thick, tenacious pus delivered 
from a pyonephrosis, and lying upon its 
base, this pus will issue at the end of the 
urinary stream, and immediately ahead of 
the bubble of air. If there is retention of 
urine neither the pus at the bottom of the 
bladder nor the air at its vault are ex- 
truded. 

To explain these phenomena we must 
assume that, as the bladder empties itself, 
the trigone is somewhat elevated, forming 
the flare of a funnel, which in a normal 
bladder begins in the prostatic urethra, 
and the remainder of the bladder closes 
down upon this funnel, the lowest and high- 
est points in the bladder cavity lying pos- 
terior to the trigone and being emptied last. 
But when there is retention the funnel is 
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an adequate one, the bladder neck fails to 
open as it should, and the result of the 
effort to squeeze out the last drops of 
urine is to close the bladder neck. The 
closure should be interpreted not as a 
sphincteric gripping, but as the driving of 
the prominent lower lip of the bladder neck 
against the upper wall of the prostatic 
urethra. 

A most important point to consider at 
this juncture is the frequency with which 
one encounters, in pathological specimens, 
a small encapsulated nodule, usually the 
size of a very small hazelnut, located just 
inside the internal sphincter of the bladder, 
at the point where the trigone dips into 
the urethra. This enlargement is a hyper- 
trophied condition of a normal gland lying 
at this point, and described long ago by 
Albarran. This gland is racemose in type, 
and, as described by Albarran, is entirely 
submucous in character, having about a 
dozen small ducts emptying into the blad- 
der neck just proximal to the ducts of the 
middle lobe of the prostate. Being purely 
submucous in character it lies entirely out- 
side the histologic plane of the prostate, 
and in the process of hypertrophy it sur- 
rounds itself with its own fibrous capsule. 

We have all been struck many times with 
the frequency with which after a perineal 
prostatectomy there persists a large residual 
urine, and Young has explained this by 
saying that in a large number of cases the 
operator only took out those portions of 
the gland which came immediately into 
contact with the operating finger; in this 
way the hypertrophied portions of the 
gland which often runs up into the lateral 
cornua of the prostatic cavity, well beyond 
the corners of the trigone, during the very 
convalescence of the patient drop down 
into the lower portion of the fossa left 
after enucleation and cause secondary ob- 
struction. This is undoubtedly true, but 
part of the truth lies in the fact that the 
gland of Albarran is a much more frequent 
offender than we have previously suspected, 
and unless due precautions are taken to 
enucleate this gland also where it is offend- 





























ing, one will, even after deep enucleation 
of the prostate, be surprised to find that the 
patient still has a postoperative retention. 

Many times has the writer removed this 
gland, thinking it was a portion of the 
middle lobe, until it was noted that each 
time it had to be removed separately after 
cutting through its individual capsule and 
shelling it out. Lowsley, at Bellevue, went 
carefully through a series of 354 prostates, 
microscopically, and in all cases, ranging 
from seventy, found that 
Albarran’s enlargement was present in 15 
per cent, and that in all cases between 
thirty. and forty years of age the enlarge- 
ment was present in 27 per cent of cases. 


five years to 


It is in this condition then that a very large 
number of cases of urinary retention occur, 
when by the rectum no enlargement of the 
prostate is felt, simply because there is no 
enlargement of the gland present ; the cause 
must be sought through the cystoscope, and 
even then one must not be misled by an 
apparent normal condition of the lateral 
lobes, because, as before remarked, the 
prostate itself may have nothing to do with 
it. With the cystoscope in the bladder 
this gland may be well made out lying by 
itself and behind the place where the mid- 
dle lobe of the prostate would lie. The 
fact that its frequency has previously been 
overlooked is due to the fact that it was 
usually mistaken for middle lobe hyper- 
trophy. 

The strategic position of this enlarge- 
ment, even when so small as almost to 
escape attention, lying as it does right in 
the floor of the opening, renders it, by the 
same token, an added menace to operative 
success. For as before remarked, though 
urine may pass, often with great facility 
through two greatly hypertrophied lateral 
lobes, the tiniest nub of subcervical enlarge- 
ment may cause a tremendous residual 
urine with subsequent alarming symptoms 
of back pressure on ureters and kidneys, 
with consequent diminution in function on 
both sides, with a slow appearance time, 
and a reading in the second hour as large 
or larger than the first hour, giving a long, 
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flat curve of output, showing that the kid- 
neys take up their function slowly and 
with difficulty. The surgeon is not infre- 
quently surprised to find a persistence of 
signs and symptoms after a Careful perineal 
removal of a very large prostate, because 
he has neglected the last but most impor- 
tant step of enucleating this tiny extra- 
prostatic lobule. 

In suprapubic operation this lobule is’ 
usually removed with the prostate. In- 
trinsic hypertrophy of the trigone itself is 
rare. The writer has four cases, one in 
which the trigone was three inches in 
height, giving a typical hour-glass bladder. 
This was divided through the urethra by a 
specially devised instrument. 

Fibrous thickening of the floor of the 
urethra at the region of the internal 
sphincter is easily recognizable through the 
cystoscope as a sharp, clearly defined 
crescentic ridge, and is one of the common- 
est causes of obstruction in young men, 
barring the enlargement of 
gland, just spoken of. 

In all of these. cases of. obstruction the 
one great point never to be lost sight of is 
—What are the kidneys doing in the face 
of this long-continued back pressure? We 
are all of us prone to consider the imme- 
diate facts in hand, often overlooking the 
effect higher up, on these most sensitive 
and delicate glands upon which the major 
portion of our fluid elimination depends. 

Long-continued obstruction then means 
back pressure sooner or later, dilated 
ureters, either from hydrostasis, or from 
direct infection of the ureteral mucosa, 
with ureteritis and regurgitation of fluid, 
a distention of the pelvis of the kidney, 
and a hydronephrotic pressure on the 
parenchyma until often nothing is left but 
a shell of cortex. That is happily not the 
rule. Usually when the case presents itself 
the function is low, but not in any way 
incompatible with life. When the function 
is low the great danger is in relieving the 
bladder pressure too suddenly. A most 
careful preoperative treatment is here 
necessary. 


Albarran’s 








StuprEs IN Neurotocy. By Henry Head, M.D., 
F.R.S., with Others. In two volumes. Oxford 
University Press, New York and London, 1920. 
Price $17. Vols. I and II. 

Dr. Head has been recognized the world 
over for many years as an eminent author- 
ity on the physiology of the nervous system 
with particular reference to its functions in 
mankind, and also with special reference to 
the relationship between afferent impulses 
and the central nervous system. The 
present volumes are printed in such a man- 
ner as to resemble an edition de luxe, with 
large pages, heavy leading, and full type. 
Many of the researches embodied herein 
have been carried out with the assistance 
of men who have been attracted to Dr. 
Head by the interesting character of his 
work and who have made original investi- 
gations in conjunction with him. These 
volumes, it should be understood, are 
mainly a republication of papers which 
have appeared in “Brain” during the last 
fifteen years. Each of them deals with a 
different theme and is concerned with 
some distinct aspect of the functions of the 
nervous system. As each of these papers 
originally contained a short account of the 
methods employed in testing sensation, it 
has been thought unwise to republish these 
statements, so Dr. Head has excised them 
and written a chapter in which they are 
combined, with an introduction dealing 
with the common aims which underlie these 
various researches. At the close some of 
the most serious criticisms of the work of 
Head and his colaborers concerning the 
functions of the peripheral nervous system 
have been considered and met, 

To those who are deeply interested in 
neurology and who keep pace with its 
advances, much that is in these two 
volumes is more or less familiar. The 
advantage of them is that they place before 
many other neurologists and the general 
practitioner accumulated facts which it 
would be hard to obtain unless they have 
access to some great medical library. In 
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other words, these two volumes, which are 
amply illustrated, present a summarization 
of the remarkable work carried out or 
directed by Head and his followers during 
a course of many years, and instructions 
are given by which those who are inter- 
ested’ in this subject may carry on 
researches of their own. 

There is still an immense amount to be 
learned in regard to the afferent nervous 
system and those parts of the central 
nervous system which receive these im- 
pulses, and the general practitioner is 
becoming more and more interested as he 
finds that superficial or peripheral mani- 
festations of disease can be directly con- 
nected with lesions in deeper organs, 
whether these be nervous, digestive, or 
associated with other active pathological 
processes. 


Inrectious Diseases. A Practical Text-book. 
By Claude Buchanan Ker, M.D., F.R.C.P. 
Oxford University Press, New York and Lon- 
don, 1920. Second edition; $17. 

When the first edition of Dr. Ker’s book 
appeared we wrote concerning it that it 
represented the views and experiences of a 
man who has had a very large opportunity 
to study the diseases of which he writes, 
for he is the medical superintendent of the 
City Hospital of Edinburgh and Lecturer 
on Infectious Diseases in the University of 
Edinburgh. The appearance of the second 
edition which was to take place in 1914 
was delayed by the war. The manuscript, 
which was ready for the printer at that 
time, has of necessity been subjected twice 
to thorough revision, as five years have 
elapsed since it was first prepared. To 
save space for new matter the chapter on 
Relapsing Fever has been omitted and the 
sections on Bacteriology and Pathology 
have been reduced to the lowest possible 
limits. It was from the first the idea of the 
author to make the volume chiefly a record 
of personal experience, but this seemed to 
narrow the subject too much along certain 














lines in which the author had not had large 
experience, and therefore he has seen fit 
more than ever before to quote the work of 
others: notably, Rolleston, Gunson, and 
Thomson in Edinburgh; Chapin, Gay, Park 
and Zingher in the United States. 

The book contains excellent colored 
plates, although the difficulty in making 
them actually represent disease has not 
been entirely overcome, the hue in the 
plate illustrating measles being almost as 
scarlet as in scarlet fever. Fortunately, 
however, that representing scarlet -fever 
much more nearly approximates the actual 
color, although here again it is a little too 
dark except in the second plate illustrating 
this disease. 

The fact that the great war has changed 
typhus fever from a rare condition into a 
very common one renders the author’s 
chapter upon this disease of more than 
ordinary interest. 

We note with approval that the author 
does not consider the use of the Brand 
bath as essential, but recommends cold 
sponges, although we regret that he does 
not sufficiently “enforce the idea that fric- 
tion associated with cold bathing is 
essential. The pages devoted to the treat- 
ment of typhoid fever are possibly some- 


what disappointing so far as the use of ~ 


drugs is concerned, although we ll 
recognize that except for the purpose of 
meeting complications drugs are useless. 
A very thorough consideration of the 
dietetic treatment of typhoid fever is 
taken up, and we are glad to note that the 
old absolute milk diet is not supported. We 
are interested, however, to note that the 
author seems to have some ‘faith in intes- 
tinal antisepsis, with which we think 
American practitioners have little to do. 
Taking it all in all.the book is a most 
creditable production not only from, the 
standpoint of medicine in general, but from 
that of the author and the publisher as well. 
It contains an immense amount of valuable 
information, and he who possesses it will 
own something from which he can gain 
much help in practice. 
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Tue Oxrorp MEDICINE. 


By Various Authors. 
Edited by Henry A. Christian, A.M., M.D., and 
Sir James Mackenzie, M.D., F.R.C.P., LL.D., 


F.R.S. In five volumes, illustrated. Volume I, 
The Fundamental Sciences and General Topics. 
Oxford University Press, New York and Lon- 
don, 1920. 

It will be recalled ‘that the publishers of 
this new System of Medicine have issued 
the contents of this completed volume in 
fasciculi, the contents of which we have 
reviewed from time to time as they have 
come to hand. Our readers, therefore, are 
already informed of the contents of Volume 
I, which deals with some subjects so far 
removed from the actual practice of 
medicine as not to be as interesting to the 
general practitioner as will those in subse- 
quent volumes. In the present volume, as 
we have intimated before, the chapter upon 
Focal Infections by Billings, that upon 
Acidosis by. Henderson, and that upon 
Climate in Relation to Health and Disease, 
will possess the greatest interest to the 
average practitioner. 

As we pointed out when reviewing one 
of the fasciculi to which we have referred. 
it is refreshing to be reminded of the fact 
that the article on the General Treatment 
of Disease was written by Sir William 
Osler. It déals, of course, with generalities 
rather than with definite proceedings. 

The last chapter in this volume, namely, 
upon the Pharmacological Basis of Medi- 
cine by Rowntree, should be read by all 
medical men in order that they may have a 
more adequate conception of how therapeu- 
tics is being changed from the inaccuracy 
of empiricism to a more rational basis. 


A Srupy oF THE EpIpEMIOLOGY OF TUBERCULOSIS, 
WitH SpecIAL REFERENCE TO TUBERCULOSIS OF 
THE TROPICS AND OF THE Necro Race. By 
George E. Bushnell, Ph.D., M.D. William 
Wood & Company, New York, 1920. Price 
$2.75. 

The author of this book, who is a retired 
officer of the Medical Corps of the United 
States Army, and who has been for a long 
time interested in the subject of tubercu- 
losis, states that while most of us are 
interested in tuberculosis as it occurs in 
the temperate zone, nevertheless it is neces- 
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sary to know something of this malady 
as it affects other races which live under 
different social, economic, and climatic 
conditions. The author admits that his 
pages do not represent original investiga- 
tion, but rather an attempt to collect and 
discuss facts in order to make known to 
the. English-speaking public much of the 
data with which they should be familiar 
in regard to this disease. He has found 
great difficulty in determining what is 
the truth in regard to the prevalence and 
severity of tuberculosis in different parts 
of the world, and in some countries has 
found it impossible to form any conception 
as to what the actual facts are. We note 
with interest that the author believes that 
the von Pirquet test in the study of the 
epidemiology of tuberculosis is destined to 
become of increasing importance. The fact 
that it seems to be of value only in the very 
young, in the sense of giving definite diag- 
nostic information, has led us to reach a 
somewhat different conclusion. 

Altogether the book contains thirteen 
chapters, dealing first with tuberculosis 
before the days of Koch, with those races 
who are peculiarly susceptible and pecu- 
liarly immune to this disease, and with the 
treatment of tuberculosis in the tropics, 
etc. Almost every page contains references 
to the literature which the author has con- 
sulted in the preparation of his manuscript. 


THE SYMPATHETIC Nervous SysTEM IN DISEASE. 
By W. Langdon Brown, A.M., M.D., F.R.C.P. 
Oxford University Press, New York and Lon- 
don, 1920. Price $4.25. 

Dr. Brown is well known to English- 
speaking readers because of his numerous 
contributions to medical literature. He has 
now provided us with a little book of about 
161 pages, including the index, dealing with 
a subject which is not as_ thoroughly 
understood by the average practitioner as 
it should be, and with a theme which still 
needs much more investigation on the part 
of professional physiologists. 

There are seven chapters in his brochure. 
The first deals with the plan of autonomic 
nervous system; the second with the 
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sympathetic nervous system in relation to 
the endocrine glands; the third with the 
sympathetic nervous system in relation to 
glycosuria; ‘the fourth with its relation to 
the diseases of digestion; the fifth with 
diseases of the circulatory system; the 
sixth deals with vagotonia, and the seventh 
with the responses of the sympathetic 
nervous system. , 

The advantage of the book is that it pro- 
vides in a brief and readable form a con- 
densation of facts which are so widely 
distributed through medical literature that 
it is difficult for the average medical man 
to get in touch with them. Such conden- 
sation of knowledge justifies an author in 
his work even when he has not himself 
added materially by original investigation 
to the subject with which he deals. 


A TREATISE ON MATERIA MEDICA AND THERA- 
peuTics.' Including Pharmacy, Dispensing, 
Pharmacology, and Administration of Drugs. 
By the late Rakhaldas Ghosh; eighth edition 
by B. H. Deare, Lt.-Col. I.M.S., and Birendra 
Nath Ghosh, F.R.F.P.S. (Glas.). Simpkin, 
Marshall, Hamilton, Kent & Company, Ltd., 
London, 1920. Price 9 shillings. 

The first edition of this book appeared in 
1901, and it is a tribute to its thoroughness 
that eight editions should have been called 
for with several reprints since that time. 
The present edition is designed to bring 
the book in accord with the new issue of 
the British Pharmacopcia. A marked 
change has been made in that the alpha- 
betical arrangement of drugs has been 
relinquished and they are now considered 
in classes. Many of the non-official 
remedies have been excluded in order to 
provide more space for important subjects. 
General pharmaceutical and pharmacologi- 
cal facts make up the first 165 pages of the 
volume. After this a consideration of 
drugs is taken up according to a classifica- 
tion which the editors deem wise. Even 
Dunbar’s pollantin is included in the text, 
as well as Coley’s fluid for sarcoma. and 
Sclavo’s serum for anthrax. 

The book is too small to permit the 
author to give much space to direct thera- 
peutic application. It resembles in many 
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respects as to size, type, and arrangement 
the well-known Materia Medica so popular 
in England originally prepared by Dr. J. 
Mitchell Bruce. 


THE Extra PHARMACOPGIA OF MARTINDALE AND 
Westcott. Seventeenth edition, revised, in two 
volumes. Volume I, pp. 1117. The H. K. 
Lewis Company, Ltd., London, 1920. Price 27 
shillings for Volume I. 

This very remarkable compilation of 
therapeutic and pharmacological facts has 
once more appeared, brought thoroughly 
up to date to June, 1920. We think we can 
truthfully state that there is no man in the 
medical profession, or in the practice of 
pharmacy, who will not find it useful. 
Printed on thin but well wearing paper and 
measuring only 6% by 4 by 134 inches, it 
is a veritable mine of practical information 
in regard to essential, non-essential and 
proprietary products and. their therapeutic 
application, with minute instructions as to 
dosage, solubility, and purpose. It is as if 
one of the standard dispensatories pub- 
lished in this country had been boiled down 
to pocket size. In addition to this there is 
a therapeutic index of diseases, and so 
thoroughly is the index made up that the 
doses of many of the products are attached 
to the names in that index. The book deals, 
too, with antitoxins and vaccines, and we 

regard it not only as a monument in medi- 

’ cal literature, but a curiosity that so much 

valuable information can be condensed into 

so small a space. 


THE AMERICAN RED Cross AND THE GREAT War. 
By Henry P. Davison.: The MacMillan Com- 
pany, New York, 1920. 

As is well known by most of our readers, 
Mr. Davison was Chairman of the War 
Council of the American Red Cross, and 
he dedicates his book to the millions of 
women, children, and men who, through 


the American Red Cross, worked and sac- - 


rificed that the misery of war might be 
alleviated. It is the author’s endeavor to 
set forth the scope, character and effect of 
the work of the American Red Cross dur- 
ing the Great War, and we are interested 
to learn that when the war closed more 
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than 30,000,000 persons were enrolled in 
the organization; some of these being in 
the foreign field, but most of them at home. 

Space has not permitted the author to 
make reference to special sacrifice and 
devotion in individual cases, but he prom- 
ises that detailed narratives will appear 
later. His effort at the present time is to 
summarize the work of the 30,000,000 we 
have referred to. 

The book is divided into two parts: The 
first part, containing ten chapters, deals 
with the work which was essential at the 
outbreak of the war in organizing for the 
Army and Navy and Home Service, in- 
cluding supplies, transportation, and the 
disabled soldiers. In part two, which con- 
tains twelve chapters, the author deals with 
the Red Cross on the battle front, the 
children of France, with Switzerland as the 
central station, and with relief measures in 
Italy, Great Britain, Roumania, the Near 
East, and in Russia. The twenty-first 
chapter is devoted to a consideration of the 
League of Red Cross Societies, and the 
twenty-second consists of an appendix in 
which the story is given in figures as to 
what the Red Cross accomplished. 

At the time that the administration of 
the War Council was concluded, the two 
war funds amounted to approximately 
$283,599,000. The total revenues of, 
National Headquarters and Chapters for 
the twenty months ending February 28, 
1919, were $400,178,000. The book 
possesses much interest at the present time 
and will prove of value as a_ historical 
document and as a guide to efficient work 
in the event of calamities that may arise in 
future. 


FunctionaL Nervous Disease. Edited. by H. 
Crichton Miller, M.A., M.D. Oxford Univer- 
sity Press, New York and London, 1920. Price 
$4.50. 

This is a book of 208 pages, including 
the index, which is supposed to be an 
epitome of war experience for the practi- 
tioner. As indicated, it is not written by 
Dr. Miller, who contributes only two 
chapters: the first one on Physical Etiology 
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and the second on what is called The 
Mother Complex, which is a subdivision of 
the anxiety factor. Bramwell deals with 
the Physical Treatment of War Neuroses ; 
Riddoch with Differential Diagnosis; Pri- 
deaux with the Mechanism of Hysteria; 
and Nicoll with Psychoanalysis. 

By a somewhat curious division of sub- 
jects, the article on Physical Treatment is 
separated from the other articles devoted 
to treatment by many pages. Thus that on 
Physical Treatment makes up Chapter III, 
whereas the Management of the Neurotic 
is considered in Chapters X and XI. The 
Institutional Treatment -is considered by 
Bryce, Individual Treatment by Culpin, 
and a general summary of the subject is 
provided in Chapter XII by McDougall, 
who writes not so much on the summariza- 
tion of treatment as with the idea of 
presenting his conceptions of the entire 
subject. The book will prove of interest 
to those attached to institutions where war 
neuroses are still being treated, and pro- 
vides interesting discussions for those of us 
who have to deal with traumatic neuroses 
arising from industrial and other accidents 
which occur in peace times. 


- Human Parasrtonocy. With Notes on Bacteri- 
ology, Mycology, Laboratory Diagnosis, Hema- 
tology, and Serology. By Damaso Rivas, M.D., 

, Ph.D. Copiously illustrated in black and 
white and with plates. W. B. Saunders Com- 
pany, Philadelphia, 1920. Price $8. 

Dr. Rivas has presented us with a book 
containing 715 pages, 422 illustrations and 
18 plates, most of which are in color and 
most of which we may state also are excel- 
lent. As the Assistant Professor of 
Parasitology in the Department of Tropical 
Medicine in .the University of Pennsyl- 
vania, he has felt that such a text-book is 
needed. The changes which have taken 
place in the civilized and uncivilized world 
during the last two decades have so 
resulted that all medical men have become 

more interested in parasitology and tropical 

diseases than they were at the beginning of 
this century. 

After general introductory remarks the 
author considers the protozoa first in the 
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form of the various endamebez, then the 
flagellata, and then the sporozoa. After 
this he takes up the ciliata and the chlamy- 
dozoa, including the ultramicroscopic or- 
ganisms and filterable viruses. Part three 
deals with the metazoa, or, in other words, 
intestinal parasites. He then goes on to a 
consideration of the various parasites of 
the skin, and in part four discusses the 
vegetable parasites; in other words, the 
parasitic fungi of man. It is in part-five 
that the macroscopic and microscopic sub- 
jects are considered, and in this part is also 
included hematology and serology. 

The book closes with an index of authors 
and an index of subjects, and this notwith- 
standing the fact that bibliographical refer- 
ences are frequently appended to different 
parts of the text. The volume is a credit 
to the author and to American medicine. — 


An EpitoMe oF HypROTHERAPY FOR PHYSICIANS, 
ARCHITECTS AND Nurses. By Simon Baruch, 
M.D., LL.D. Illustrated. W. B. Saunders 
Company, Philadelphia, 1920. Price $2. 

Dr. Baruch, now well advanced in years, 
and, we understand, retired from active 
practice a long time, is still invigorated by 
his enthusiasm concerning the employment 
of water in the treatment of disease. As 
is well known he has been the apostle of 
this method of therapy for several decades, 
and it is unfortunate that he has not had 
a larger following; still more unfortunate 
that some of those who have attempted 
hydrotherapy have not followed his teach- 
ings with sufficient accuracy to get good 
results, and have, therefore, become dis- 
couraged and actually done harm. With- 
out any intention of being hypercritical, 
Dr. Baruch takes the opportunity more 
than once in these pages to point out with 
vigor that every now and then some prac- 
titioner in some text-book, or article in a 
medical journal, when attempting to im- 
part knowledge in regard to hydrotherapy, 
makes recommendations which to the 
trained hydrotherapist are anything but 
orthodox and sometimes so erroneous as 
to be distinctly harmful to the patient. 
The present volume, which contains 199 
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pages of text, also contains a number of 
excellent illustrations showing how various 
- hydrotherapeutic procedures are to be un- 
dertaken by the physician or nurse acting 
under the physician’s directions, and also, 
as its title indicates, is designed to give 
valuable facts to an architect, who, in de- 
signing a hospital building, should always 
arrange for the installation of a hydro- 
therapeutic department. 


Tue DuopENAL TuBeE AND Its Possipitities. By 
Max Einhorn, M.D. W. B. Saunders Company, 
Philadelphia, 1920. Price $2.50. 

Dr. Einhorn for many years has been 
known because of his devotion to the study 
of disorders of the alimentary canal. In 
this small book, which covers but little 
over 100 pages, he presents his views in 
regard to the value of the duodenal tube 
in the diagnosis and treatment of a variety 
of diseases, believing that this compara- 
tively new instrument has saved lives 
which otherwise would have been lost and 
has definitely increased diagnostic scope. 
The object of the author has been to ex- 
plain to his professional colleagues how 
the duodenal tube should be used and when 
it should be employed, and to encourage 
others to carry on investigation by means 
of its employment. There can be no ques- 
tion that in the hands of the skilled gastro- 
enterologist this instrument of precision is 
of value. Whether it will ever become use- 
ful to the general practitioner is a matter 
which can only be determined by an in- 
crease in his skill and by the value which 
is found to accrue to the patient by the 
employment of this instrument. 


Mepicat Criinics or NortH AMERICA. July 1920. 
W. B. Saunders Company, Philadelphia, 1920. 
This issue of the Medical Clinics is No 1 

of Volume IV, and is called by the pub- 

lishers the “New York Number,” as all the 
contributors are New Yorkers. Amongst 
the articles which seem to be of particular 
interest is one by Brooks upon “The Com- 
plications and Sequels of Influenza and 

Their Management,” and another by Her- 

rick upon “The Circulatory Disturbances 
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of Pregnancy,” and still another by Mosen- 
thal upon “Renal Function as Measured by 
the Elimination of Fluids, Salts, Nitrogen 
and the Specific Gravity of the Urine.” 
Perhaps our readers will be more interested 
in the article of Dr. Mosenthal than any 
which this volume contains, as his name is 
associated with a method which has been 
largely employed by some clinicians dur- 
ing the last few years, a method which 
undoubtedly has its place in medicine, 
although as yet the exact value of the pro- 
cedure named has not yet been determined. 


INTERNATIONAL Cuinics. A Quarterly of Illus- 
trated Clinical Lectures, etc. Edited by H. R. 
M. Landis, M.D. Volume II, 30th series, 
1920. J. B. Lippincott Company, Philadelphia, 
1920. 

In this issue of the International Clinics 
we find a number of articles which are of 
very considerable interest, notably one 
upon the Diagnosis and Treatment of 
Tuberculous Bone and Joint Diseases in 
Children, by Ashhurst; another upon the 
Skin Lesions of Syphilis with Special Ref- 
erence to Diagnosis, by Thompson; and 
still another upon the Gastric Crises of 
Cerebrospinal Syphilis, by Lyon. In the 
Department of Surgery there is an article 
upon the Surgical Diseases Occurring in 
Children by Speese, and one upon the 
Treatment of Hemorrhoids and Local 
Anesthesia by Drueck. 
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CORRECTION AS TO MONARSONE. 
To the Editors of the THERAPEUTIC GAZETTE. 

Srrs: In the August 15 issue of the 
THERAPEUTIC GAZETTE an abstract of the 
paper on disodium monoethylarsonate by 
Wright, Kennell & Hussey from the Medi- 
cal Record of April 10, 1920, appeared, and 
an error in the abstract makes it appear that 
disodium monoethylarsonate is prepared in 
the Hygienic Laboratory at Washington. 
The authors of the paper call our attention 
to the fact that disodium monoethylarsonate 
is not prepared in the Hygienic Laboratory, 
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but was submitted to the Hygenic Labora- 
tory for toxicity tests such as are performed 
on arsenicals of the arsphenamine group; 
but as disodium monoethylarsonate is not 
an arsenical of the arsphenamine group, 
the Hygienic Laboratory ruled that no fur- 
ther toxicity control by the Hygienic Lab- 
oratory such as prescribed for arsphena- 
mine is necessary. 

Trusting that this correction and explan- 
ation of the rdle of the Hygienic Labora- 
tory will appear in the THERAPEUTIC 
GazeETTE, I remain, 

Sincerely yours, 
L. M. Hussey, 
for Harmer Laboratories. 
PHILADELPHIA, Aug. 26, 1920. 








NOTES AND QUERIES. 








NOT REQUIRED TO KEEP COPY OF 
PRESCRIPTION. 

The Illinois Medical Journal for July, 
1920, in commenting on this subject cites 
an instance in which the Supreme Court of 
Tennessee reversed and dismissed the case 
in which the defendant was convicted for 
the reason that he “did unlawfully dis- 
tribute and dispense and prescribe mor- 
phine, without keeping a duplicate of the 
prescription as prescribed by law.” The 
court says that he was not a salesman of 
the drug mentioned, but was a practicing 
physician. He prescribed morphine for a 
habitual user, after attending the patient, 
but kept no copy or duplicate of the pre- 
scription. A question to be decided was 
whether Acts 1913 (1st Ex. Sess.), Chapter 
II, required him to do so. That portion of 
the act bearing on this subject reads: 

“Physicians who shall dispense or dis- 
tribute any of the aforesaid drugs provided 
by this act shall keep a duplicate of all pre- 
scriptions issued by them for a term of two 
years, and said duplicate shall be subject to 
inspection by any of the officers named in 
the preceding paragraph.” (Section 2.) 

It will be observed that it is not all 
physicians who are included within the pro- 
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visions of this act. It is only physicians 
“who shall dispense or distribute any of the 
aforesad drugs provided by this act, who. 
shall keep a duplicate of all prescriptions 
issued by them for a term of two years.” 
The act thus limits the number of physi- 
cians included within its terms. It is plain 
and unambiguous, and there is no room for 
construction. Therefore the court holds 
that the defendant did not violate this sec- 
tion of the act when he failed to keep a 
duplicate of the prescription, because he did 
not dispense or distribute the drug. The 
court is unable to comprehend how the de- 
fendant could be deemed a dispenser or dis- 
tributor of the drug merely’ because he 
failed to preserve a duplicate of his pre- 
scription. The offense was not for issuing 
the prescription, because the defendant 
complied with every requirement of the law 
in that respect. The offense charged was 
failure on his part to keep a duplicate of the 
prescription, which he was not required to 
do under a proper construction of the act. 

Counsel for the State ingeniously argued 
that the statute should be given the con- 
struction insisted on for the State, because 
of supposed conveniences to the agents of 
the State who check up the sale of habit- 
forming drugs. The court may well admit 
the conveniences suggested, but a sufficient 
answer in law is that the statute does not 
include them. Therefore it could not mat- 
ter in this case what meaning was to be 
attributed to the words “dispense” and 
“distribute,” because the defendant was in. 
no sense a party to a dispensation or dis- 
tribution of the drug because he failed to 
keep a duplicate of his prescription. It was 
the prescription furnished the druggist on 
which he acted, and not a duplicate in the 
hands of a physician. 

The case of Hyde vs. State, 131 Tenn. 
208, 174 S. W. 1127, is in no sense in con- 
flict with this opinion. In that case Hyde 
issued a prescription without attending the 
patient. It was held that the prescription 
made him an aider and abettor in the sale, 
although the alleged patient was not in 


, existence. 








